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INTRODUCTION TO THE PORTFOLIO
Introduction
This portfolio contains a selection of academic, therapeutic and 
research work which reflects my personal and professional 
development as a counselling psychologist during my three years of 
training. Before considering each dossier in more detail I will 
provide an account of what first drew me to Counselling Psychology 
by providing some background history.
Background History
I have been interested in psychology since a teenager and have 
always enjoyed exploring psychological ideas with my friends and 
family. It seemed a natural choice, therefore, for me to read 
psychology for my undergraduate degree. However, I found my 
undergraduate years at university a very difficult time emotionally 
and it was perhaps at this time that my interest in the therapeutic 
side of psychology began to develop. At the same time I found the 
focus on cognitive psychology at Cardiff University rather 
restrictive and was eager to leam about other approaches within and 
outside of psychology.
Travelling through South East Asia during my summer breaks as an 
undergraduate student exposed me to different belief systems. I 
started to explore eastern philosophies with their emphasis on 
holistic health rather than, what I perceive to be, the western split of 
body and mind. My travels inspired me to train as a Complementary 
Therapist after completing my undergraduate studies. This training 
further developed my understanding of holistic health and also gave 
me an understanding of the limitations inherent in adopting a 
disease model. The therapies I trained in placed great emphasis on 
treating the person as a ‘whole’ rather than treating their symptoms. 
After completing this training I got a job as a Complementary 
Therapist at Druglink, Turning Point, a charitable organisation
providing multidisciplinary services for people with drug and 
alcohol issues. I found the client work rewarding and enriching and 
yet at times I also felt somewhat out of my depth. I became aware 
that many of my clients could benefit from psychological input and 
yet my training did not equip me to do this. Although I enjoyed the 
work I was doing I began to feel held back by my lack of 
psychotherapeutic training and thus decided to further my skills in 
this field.
I contemplated various training routes, including various schools of 
thought within psychotherapy but felt uncomfortable with the idea 
of learning about one therapeutic approach in isolation. I did not feel 
in a position to be able to make an informed choice about which 
approach to take. I knew that the discipline I choose had to fit to 
some degree with my previous training and belief system. 
Counselling Psychology seemed to provide this with its value on 
learning about different therapeutic approaches coupled with its 
move away from the medical model. I felt encouraged by the value 
that Counselling Psychology seemed to place on attempting to 
support personal growth and well being through offering a good 
enough therapeutic relationship with empathy, congruence and 
unconditional positive regard at its heart (Woolfe, 1996).
The portfolio is divided into three sections comprising an Academic 
Dossier, a Therapeutic Dossier and a Research Dossier, all of which 
reflect my development over my three years of training.
Academic Dossier
The Academic Dossier contains three essays, which I have selected 
from each of the three years of training. My first essay considers the 
use of cognitive behavioural therapy for clients presenting with 
paranoid personality disorder. The choice of subject resulted from 
my therapeutic work, in which I felt I was struggling to build a
strong therapeutic relationship with a woman whose presenting 
concerns were in many ways similar to those associated with 
paranoid personality disorder. I found writing this essay enabled me 
to shift away from challenging my client’s suspiciousness of me to 
working with her suspiciousness and building her sense of efficacy 
which in turn allowed our relationship to develop.
My choice of second essay was also motivated by my therapeutic 
work on placement. It explores the concept and causes of erotic 
transference in psychoanalysis. This was something that had become 
apparent with a client I was working around the time of choosing 
the theme of this essay. I found it reassuring to read the research on 
this topic and also very helpful to my client work as it shed light on 
ways of working with the erotic transference that I was then able to 
discuss in supervision.
My third essay discusses how the therapist understands and works 
with difficulties that arise in the therapeutic relationship in cognitive 
therapy. It examines how the therapeutic relationship has been 
conceptualised within the traditional model of cognitive therapy, as 
well as considering developments within cognitive therapy, such as 
schema-focused therapy (Young, 1994) and the cognitive- 
interpersonal models (Safran & Segal, 1990). I found writing this 
essay extremely helpful in terms of my therapeutic practice as it 
shed light on ways of working with difficulties in the therapeutic 
relationship whilst working within the cognitive model. It helped me 
move from a position of scepticism about cognitive therapy to a 
position where I felt comfortable to integrate it into my practice.
Therapeutic Practice Dossier
This dossier relates to my therapeutic practice during my training 
and includes descriptions of my placements. Information about the 
context, type and duration of placement, the client population and
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supervision is given. Also included in this dossier is my Final 
Clinical Paper, which offers a personal account of my development 
as a Counselling Psychologist. In order to convey this development I 
have outlined various personal and professional experiences that 
have shaped my ever evolving identity.
Research Dossier
This dossier contains my first year literature review, my second year 
qualitative research report and my third year quantitative research 
report. My research dossier focuses on suicide bereavement from 
various perspectives (e.g. mothers bereaved by suicide as well as 
psychologists and the general publics’ attitudes towards mothers 
bereaved by suicide).
I became familiar with the topic after writing a lifespan 
development essay about suicide bereavement during my first year 
of training. I had chosen to explore this topic because of my own 
experience of being bereaved by suicide within my family. Whilst 
preparing for the essay I was shocked to find a lack of research 
exploring the impact of suicide bereavement on suicide survivors (a 
term used to denote those who have experienced a death of someone 
that they care about through suicide), with the focus of most 
research being on the act of suicide itself. The research that had 
been conducted into suicide survivors also tended to focus on the 
negative outcomes of such bereavement, such as PTSD, which did 
not fully reflect my own experience of being a suicide survivor. I 
feel I have grown a lot as a person through my experience of suicide 
bereavement and this prompted me to conduct a literature review 
exploring posttraumatic growth following suicide bereavement.
I had always found research a rather daunting experience and before 
starting my training had always told myself that I was no good at it. 
This negative self belief perhaps hindered my ability to fully engage
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in the work and I found writing the literature review a largely 
academic and somewhat detached endeavour. I think this is reflected 
in the quality of this piece of work, which I have only corrected for 
spelling and grammar. The reason for this is that I feel it is valuable 
to see my progression as a researcher through my three pieces of 
work.
My second year qualitative research study was a much more 
enjoyable experience. I interviewed seven mothers regarding their 
experience of losing a child through suicide. Although I was still 
holding onto some of my negative self belief I found I became a lot 
more engaged in the process. I felt more personally involved 
because of the interpersonal nature of my contact with my 
participants which felt more akin with my training as a counselling 
psychologist.
Many of the participants from my second year research study spoke 
about the stigmatising nature of suicide bereavement and thus for 
my third year study I decided to examine psychologists’ and a 
community sample’s attitude towards a mother bereaved by suicide 
compared to accident. I found it quite challenging to change 
methodologies for my final year research study. However, having 
utilised three different research methodologies (a literature review, 
qualitative research and quantitative research) during my training I 
now feel a lot more confident in my ability to choose a style of 
research that is appropriate to the research question. I also feel a lot 
more confident in my ability as a researcher.
Conclusion
I hope this portfolio will give the reader an impression of my 
academic and therapeutic development as a counselling 
psychologist, as well as my development as a researcher within this 
field. Embedded in my training and development as a counselling
12
psychologist is my own personal development, which I also hope is 
apparent in this portfolio.
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ACADEMIC DOSSIER
Introduction to the Academic Dossier
This dossier includes three selected essays that were submitted 
during the three years of training. The first essay reviews cognitive 
behavioural theories of Paranoid Personality Disorder and the 
associated therapeutic approach. The second essay explores the 
concept of erotic transference in psychoanalysis and the possible 
causes of erotic transference in the therapeutic encounter. Finally, 
the third essay considers how the therapist would understand and 
work with difficulties that arise in the therapeutic relationship in 
cognitive therapy.
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Essay One
Paranoid Personality Disorder 
A Review of cognitive behavioural theories and the associated 
therapeutic approach.
The concept of paranoia has been around for many thousands of 
years and although the term is widely accepted as a valid one today, 
how to classify it, understand it, and treat it remains highly 
controversial (Turkat, 1985). This essay will describe the features 
associated with Paranoid Personality Disorder (PPD), the Cognitive 
Behavioural conceptualisation of the disorder and the associated 
therapeutic approach.
The paranoid personality is thought to be on the benign end of a 
spectrum of disorders that also include paranoid schizophrenia, and 
paranoia/delusional disorder. Of these conditions, only Paranoid 
Personality Disorder is considered to be non-psychotic because of 
the absence of delusional misinterpretation of reality in the clinical 
picture (Weintraub, 1981).
Features Associated with PPD
Descriptions of client’s with paranoid personality suggest a pattern 
of pervasive distrust and suspiciousness of others. They assume 
people will exploit, harm or deceive them, with no evidence 
required to support these assumptions. They read hidden meanings 
that are demeaning into benign remarks or events and are unwilling 
to forgive these insults that they think they have received. 
Individuals are frequently guarded and secretive in the way they act, 
appearing to be cold and lacking in tender feelings which often 
elicits a hostile response in others. This is then used to support and 
confirm original assumptions ((DSM-IV-APA, 1994)).
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Epidemiological studies using DSM definitions have shown a 
prevalence rate of PPD at about 0.5%-2.5% in the general 
population, about 2%-10% in outpatient populations and about 10%- 
30% in inpatient populations ((DSM-IV-APA, 1994)).
In stark contrast to the rich empirical history of CBT, research on 
cognitive models and treatment of PPD is virtually absent. However 
the sparse attempts indicate that cognitive models may be fruitful in 
this area (Shea, 1993). Researchers and clinicians have worked to 
develop cognitive-behavioural theories of personality disorders in 
the hope that conceptualisations of these disorders would lead to 
more effective treatment strategies.
Theoretical Conceptualisations o f PPD
The traditional view of paranoia was derived fi*om psychodynamic 
writers, ranging from Freud (1911) to Shapiro (1981). Shapiro 
argued that PPD is a consequence of “projection” of unacceptable 
emotions and impulses onto other people thus reducing the distress 
that would result fi*om taking a more realistic view of the self. A 
cognitive-behavioural model of paranoia that has a similar theme 
has been put forward by Colby, Fraught and Parkinson, (1979). 
Their model is based on the supposition that paranoia consists of a 
set of strategies aimed at reducing shame and humiliation. They 
assume that clients with PPD firmly believe that they are inadequate 
and thus experience intolerable shame and humiliation in many 
situations. Colby et al believe that when these “humiliating” 
situations occur the PPD client can avoid taking the blame and the 
subsequent feelings associated with this by blaming someone else 
and asserting that he/she was wrongly treated. The anger and/or 
anxiety which often occurs is thought to be less aversive than the 
shame and humiliation that the individual would feel if he/she was 
to hold him/herself responsible.
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Other Cognitive-behaviourists such as Cameron (1974) see paranoid 
personality disorder as resulting from parental mistreatment and a 
lack of consistent parental love, leading the infant to expect sadistic 
treatment from others, to be hyper-vigilant for possible signs of 
danger and thus learnt to be able to act immediately in defending 
him/herself Turkat’s (1987) view is that early interactions with 
parents result in the person being concerned about the evaluation of 
others but at the same time having to conform to parental pressures 
which conflict with acceptance by peers. Turkat believes the 
individual spends much time ruminating about the resulting 
isolation and hostility by peers and eventually concludes that he or 
she is being persecuted because he or she is special and that the 
peers are jealous. This explanation reduces the individual’s distress 
regarding his/her social predicament. Pretzer (1985) asserts that 
paranoid personality disorder is based on the stringently held 
assumptions about the motivations of others, which lead the person 
to expect deception or harm in interpersonal situations. This leads 
the person to conclude that vigilance for signs of deception and 
malicious intentions is necessary, as is defensive behaviour.
Beck, Freeman, and Associates (1990) believe that the vigilance for 
signs of wrongdoing the PPD client displays has an unintended side 
effect. If one is only vigilant for subtle indications that others are 
deceptive, one will soon observe many actions appearing to support 
this view. People are not universally trustworthy, and because many 
interpersonal interactions are sufficiently ambiguous they can 
appear to reveal malicious intentions even if there was no harm 
intended. Thus, vigilance produces substantial evidence to support 
dysfunctional assumptions and therefore perpetuates the paranoid 
approach to life. In addition the expectations regarding others 
behaviour leads PPD client’s to avoid closeness and be generally 
guarded and defensive. These actions usually provoke hostility from 
others thus confirming the PPD client’s expectations.
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Beck, Freeman and Associates (1990) theorize that the core beliefs 
of a client with PPD are made up of such ideas as “Other people 
cannot be trusted” and “I am vulnerable to other people”. The 
instrumental beliefs are “Be hyper-vigilant” and “Don’t get close to 
anyone”. Their main fears are worrying about being secretly 
manipulated, controlled, demeaned or discriminated against. Due to 
this fear and their core and instrumental beliefs they are wary, 
suspicious and looking constantly for clues that will highlight 
other’s hidden motives. The main affect of this is anger over the 
presumed abuse. Some paranoid personalities may additionally 
experience anxiety over the perceived threats.
Contemporary cognitive theories of paranoia cut across diagnostic 
confines' and are structured around the self and the related issues of 
threat and defence of the self. Chadwick (1996) is renowned in the 
field for his contribution to CBT and Psychosis. However his theory 
of paranoia can equally be applied to Axis II PPD as well as the axis 
I disorders. Chadwick takes the position that there is no such ‘thing’ 
as the self, that the self is never stable but continuously constructed. 
He argues that there are three aspects to the self; the objective self, 
the subjective self and the other. The objective self is the self 
presentation behaviour of an individual, the subjective self is the 
part of the self which chooses the actions for the objective self. The 
‘others’ are the other people present which transforms the subjective 
self into the objective self.
Chadwick believes there are two main threats to the self; the 
insecure self and the alienated self. An ‘insecure self develops 
when ‘others’ are neglectful or absent and thus the individual can 
not achieve the status of the objective self. An ‘alienated self 
develops when ‘the other’ is excessively present and intrusive. The 
individual can achieve an objective self but it feels insincere since it 
is constructed and labelled by another person.
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Trower and Chadwick (1995) believe these two conditions 
exemplify the traits of two types of paranoia; ‘persecutory paranoia’ 
and ‘punishment paranoia’. The former is said to exemplify the trait 
of the insecure self. Due to a strong sense of subjective self that is 
not met by ‘others’ Chadwick believes grandiosity may develop. 
Criticism from others is seen as unjust and persecutory and thus one 
can be thought of as the object of focus and attention. The 
consequence of persecutoiy paranoia is said to be anger. The 
persecutory paranoid self is the style of paranoia resounding in the 
literature on PPD. However, Chadwick believes that there is another 
form of paranoia which he terms ‘punishment paranoia’. This is 
where the self is experienced as alienated and bad. The paranoia is 
said to be an attempt to prevent the subjective sense of self being 
labelled by the other. The other is often experienced as superior in 
some way. The consequence of punishment paranoia is usually 
shame. The conceptualisation of two types of paranoia leads 
towards a reformulation of existing cognitive models of paranoia. 
However this has not yet been developed in the literature and thus 
the interventions described in this essay are focused upon the more 
established persecutory paranoia. It will be interesting for future 
research to take up Trower and Chadwick’s conceptualisation and 
hopefully explore this in relation to PPD and not just the categories 
of paranoia that fall into the Axis I dimensions.
PPD and the Therapeutic Approach,
Personality disorders are said to be among the most difficult and 
least understood problems faced by therapists, and therapy with 
clients with these disorders is often complex, time consuming and 
frustrating (Freeman and Jackson, 1998). Regardless of the 
different conceptualisations of the disorder described above all the 
authors seeni to agree that it is rarely productive to directly 
challenge the paranoid client’s suspiciousness of others. They 
suggest instead that it is best first to work to decrease the client’s
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feelings of inadequacy and vulnerability and then to work to 
increase his or her skills at handling interpersonal situations 
effectively. They agree that when the client is confident about 
handling any interpersonal problems his or her suspiciousness will 
subside.
Since PPD clients rarely present their paranoia as a problem they 
wish to work on. Beck et al (1990) feel it is important to focus on 
understanding and working towards accomplishing the client’s goals 
for therapy. When a therapist uses a problem-solving approach in 
pursuing the client’s goals, their paranoia and its effects are usually 
quickly uncovered. Turkat and Maisto (1985) also believe that clear 
identified shared goals should be worked towards together in a 
collaborative fashion. They feel that consistent goals for therapy are 
necessary to avoid skipping from problem to problem without 
making any lasting progress. Moreover, it is essential that these 
goals are mutually devised in order to minimize the non-compliance 
that often impedes treatment of clients with paranoid personality 
disorder.
Non-compliance is a common occurrence among clients with PPD 
(Fleming and Pretzer, 1990). However, rather than being an 
impediment to progress they believe episodes of non-compliance 
can provide an opportunity for effective intervention. When a 
therapist feels non-compliance is predictable, addressing this issue 
beforehand may not only improve compliance with the particular 
piece of homework but also prove helpful with other situations 
where similar issues arise. When non-compliance arises 
unexpectedly, it provides an opportunity to identify issues that are 
impeding progress in therapy so they can be addressed.
The initial stages of therapy can be very stressful for the PPD client. 
Clients with PPD may have strong but unexpressed fears about the 
changes they seek or are asked to make during the course of therapy
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(Mays, 1985). Beck et al (1990) feel that this stress can be reduced 
somewhat by focusing initially on topics that provoke the least 
emotions, possibly by avoiding the use of standard cognitive 
techniques such as the Dysfunctional Thought Record which may 
require too much self disclosure for the client. Freeman and Jackson 
(1998) suggest that the more severe a client’s problems are, the 
more important it is to use behavioural interventions to accomplish 
cognitive as-well as behavioural change. A gradual hierarchy of 
“behavioural experiments” not only provides an opportunity for 
desensitization to occur and for the client to master new skills, but 
also can be quite effective in challenging unrealistic beliefs and 
expectations. Beck et al (1990) suggest giving the PPD client more 
than the usual amount of control over the content of the sessions, 
homework assignments, and the scheduling of the sessions in order 
to promote trust.
The importance of the client-therapist relationship, has received 
probably the greatest attention in the literature on PPD. This is 
possibly accounted for by the fact that the major treatment problem
with PPD is the creation of a collaborative client-therapist bond
I . '(Bernstein, Useda & Siever, 1993). Accustomed to being humiliated 
and abused, the PPD client will see the therapist as critical and 
judgemental. Cognitive-behavioural therapists are generally 
accustomed to being able to establish a fairly straightforward 
therapeutic relationship at the onset of therapy and then may 
proceed without paying much attention to the interpersonal aspects 
of therapy. However this is often not effective when working with 
clients who have PPD because the dysfunctional interpersonal 
behaviours that the clients manifest in relationships outside of 
therapy are likely to interfere with the therapist-client relationship as 
well. Constant attention should be paid to the relationship 
throughout treatment.
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When the client’s interpersonal difficulties are manifested in the 
therapist-client relationship, the therapist is provided with the 
opportunity to do in vivo observation and intervention (Linehan, 
1987). Fleming and Pretzer (1990) believe it is essential that the 
therapist be aware of their own responses to the client so that they 
do not unduly influence or disrupt the work and so that they can be 
used as a source of potentially useful data regarding the 
transference-countertransference relationship which may speed 
recognition of client’s patterns of behaviour. Bernstein et al (1993) 
believe that PPD clients usually respond well to therapist honesty, 
especially about transference matters.
Beck et al (1990) feel that once a trusting and collaborative 
relationship has been built then it is most productive to focus 
particular attention on increasing the client’s sense of self-efficacy 
regarding problem situations. They believe that if it is possible to 
increase the client’s sense of self-efficacy to the extent that the 
client is fairly confident of being able to handle difficulties, then the 
intense vigilance will be less necessary, and it may be possible for 
the client to relax. They feel this would reduce the intensity of the 
client’s symptomology and make it much easier to address his/her 
cognitions through conventional cognitive therapy techniques. Beck 
et al (1990) feel if you try and modify the clients basic assumptions 
which they believe are the foundation of PPD the client will not 
respond as the client’s vigilance to interactions only confirms the 
assumptions. Therefore the primary strategy for Beck et al (1990) 
in treating PPD is to work to increase the client’s sense of self- 
efficacy before attempting to modify other aspects of the client’s 
automatic thoughts, interpersonal behaviour, and basic assumptions.
They argue that there is two main ways that self-efficacy can be 
increased. First, if the client overestimates a threatening situation or 
underestimates his/her ability to handle a situation, but in reality has 
the ability to be handle it, interventions that result in a more realistic
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appraisal of coping ability will increase self-efficacy. Second, if the 
client is not capable of handling the situation or could improve 
his/her coping skills then interventions to do just that will increase 
self-efficacy. In practice Beck et al (1990) suggest that it is often 
best to use a combination of the two.
When testing the client’s perceptions of others as malicious. Beck et 
al (1990) believe that it is vital not to presume that what the client is 
saying is distorted. Fleming and Pretzer (1990) believe that many 
PPD clients may be the product of seriously atypical families and 
live in atypical environments. When implementing changes it is 
important to assess the likely responses of significant others in the 
client’s environment rather than presuming they will respond in a 
reasonable way. When this is the case the partner/family may 
actively oppose the changes advocated by the therapist and couple 
sessions may be recommended (Freeman and Jackson, 1998).
Beck et al (1990) believe these cognitive interventions can create a 
shift in paranoid behaviour but advise therapists to work on 
modifying the client’s dysfunctional interpersonal interactions at the 
same time so as to reduce the possibility of provoking hostile 
reactions from others. In many cases this may involve focusing on 
specific difficult circumstances as they arise. It is important in this 
intervention to address cognitions that block appropriate assertion 
such as “it won’t do any good.” It is often essential to work on 
assertiveness training and communication skills with clients at this 
stage of therapy, (Beck et al, 1990). When this results in 
improvements in relationships the therapist can use guided 
discovery to help the client recognise the way in which their 
previous interpersonal style had unintentionally caused hostility 
from other people.
Despite the difficulties encountered in treating clients with 
personality disorders in general, many cognitive behaviour
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therapists suggest that it is possible to develop effective treatments 
for them without radically modifying the cognitive behavioural 
treatment approach. However, Fleming and Pretzer (1990) believe 
therapists should be realistic about the length and goals of therapy 
and standards for self-evaluation. Many therapists using CBT 
approaches to therapy expect to accomplish results quickly and can 
easily become frustrated and self-critical when therapy proceeds 
slowly, as it often does with PPD clients. Clinical reports suggest 
that cognitive behavioural interventions can accomplish substantial, 
apparently lasting, changes in some clients with PPD, but more 
modest results are achieved in other cases and little is accomplished 
in others (Turkat and Maisto, 1985).
Conclusion
Although cognitive-behavioural theorists all have their individual 
conceptualisations of how to work with clients with PPD there 
seems to be some universal themes resounding in the literature. 
Contrary to what may seem common sense, most theorists agree it is 
not productive to challenge the client’s suspiciousness of other’s 
directly as this will be to threatening to the client. Instead theorists 
have suggested increasing the client’s self-efficacy, paying attention 
to the client-therapist relationship more than usual, being aware for 
issues of transference and taking time over building trust and 
collaboration.
Efforts to develop effective treatment strategies and valid 
conceptualisations of PPD have been hampered by a lack of 
empirical research on non-psychotic paranoid clients. There is 
probably one major practical explanation for this dearth of 
information. The nature of the disorder itself makes it unlikely that 
such individuals will enter treatment, and more unlikely that they 
will complete the recommended therapy. However the limited 
research that is available seems to suggest that cognitive behaviour
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therapy can create personality change for clients diagnosed with 
paranoid personality disorder. Given the prevalence of personality 
disorders in general and the consensus that cognitive-behavioural 
interventions can become greatly complicated when treating 
personality disorders, it is clearly essential that personality 
disorders, and specifically PPD, be a continued focus of research, 
theoretical innovation and clinical experimentation.
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Essay Two:
Explore the Concept and Cause of Erotic Transference in
Psychoanalysis
As a Counselling Psychologist in training many aspects of the 
therapeutic encounter can still, at times, be quite anxiety provoking. 
None, however, seem to provoke as much dread as the thought of a 
client expressing sexual feelings towards me. Even experienced 
therapists seem to be reluctant to enter into discussion about erotic 
transference because of the emotive nature of the subject (Stirzaker, 
2000). However, articles such as David Mann’s paper entitled ‘The 
psychotherapist’s erotic subjectivity’ (1994) emphasises that the 
examination of erotic feelings in therapy is essential for good 
working practice to take place. It is for this reason that I feel I 
should embrace the erotic transference and understand how and why 
erotic transference occurs so that it is not misinterpreted and does 
not become such an anxiety-ridden issue that working effectively 
with it becomes too difficult. I acknowledge the fact that there is an 
interrelationship between erotic transference and 
countertransference (Jones-Quinn, 2001) but given the breadth of 
each topic and the constraints of this essay I have chosen to focus 
solely on the erotic transference so that the topic can be explored 
with at least some depth.
The original definition of the term erotic transference comes fi^ om 
Freud (1915) in his paper “Observations on Transference Love”. He 
describes transference love as something which occurs when the 
patient openly declares that they have fallen in love with the analyst. 
Recognising the importance of erotic feelings within therapy Freud 
encourages analysts to see patient’s erotic manifestations as 
valuable material, which rather than being suppressed, should be 
analysed as part of the therapeutic work. He believes erotic feelings 
“occurs so often and is important in its real aspects and partly
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because of its theoretical interest” (p. 159). He also notes, “It is 
determined by so many and such complicated factors, it is so 
unavoidable and so difficult to clear up. . .” (p. 159).
The early literature in the area of erotic transference focused almost 
exclusively on the male therapist and female patient. When the 
female therapist/male patient dyad was examined, there were few 
reports of an erotic transference in this pair (Panel, 1982). It was 
believed that male patients developed only subdued erotic 
transferences or were unable to articulate these transferences 
(Lester, 1985; Person, 1985). Lester (1985) hypothesized that male 
patients inhibit the development of strong erotic urges because of a 
phantasy of the overwhelming pre-Oedipal mother. As a female 
therapist in training I am relieved to have found that the belief that 
male patients do not develop highly charged, erotic transferences 
has been challenged by a number of authors on many levels (Flax & 
White, 1998; Fuerstein, 1992; Goldberger & Evans, 1985; 
Goldberger & Holmes, 1993; Gorkin, 1985; Gomick, 1986). 
Goldberger and Evans (1985) and Goldberger and Holmes (1993), 
using various clinical examples, demonstrate that male patients 
display a range of erotic transference phenomena.
Even fewer reports of erotic transference have occurred in male 
therapist/male patient or female therapist/female patient dyads. If 
sexual desire infuses therapy with anxiety then homoerotic 
transference (defined as any sexual feelings between analyst and 
patient of the same gender, regardless of their sexual orientation) 
may be particularly fi*aught with intensity. For the analyst to ignore 
or be overly guarded about such powerful material further 
contributes to a sense of shame and avoidance and increases the 
chance that the feelings will be driven underground or dangerously 
acted on. In contrast, awareness of homoerotic stirrings in the 
transference, and the countertransference, creates an atmosphere of 
safety for patients to introduce and integrate split off aspects of their
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selves (Dimen, 1999). The intimate nature of analytic work 
provides fertile ground for passionate feelings, regardless of the 
participants’ gender and sexual orientation. Sherman (2002) and 
Mann (1997) both believe that in a healthy oedipal situation the 
child needs to know the same-sex parent also desires him or her. 
This seemed to be the case with Miss H, a twenty six year old 
heterosexual female whom I had been working with for about two 
months. Miss H’s mother had been ill throughout Miss H’s life and 
as an infant her mother was frequently absent due to being 
hospitalized. She was not breast fed and had little contact with her 
mother as a baby. She presented in therapy with feelings of 
depression. Whilst working with Miss H I began to notice increasing 
flirtatious behaviour such as comments about my figure and my hair 
and the ‘accidental’ touching of my leg. There was no outward 
declaration of love but we seemed to reach an impasse. At first I . 
was extremely anxious about acknowledging what was happening 
for fear that maybe somehow I had encouraged such behaviour. 
Through good supervision I got the confidence to address the erotic 
transference and made the interpretation that perhaps she wanted me 
to desire her the way her mother never had. Miss H acknowledged 
this interpretation and seemed relieved that it was ‘safe’ enough to 
look at this aspect of herself. We seemed able to move forward 
again with a deeper connection than before.
The classic view of erotic transference is that it has its roots in 
Oedipal strivings and is, in its intensive manifestation, a 
troublesome aspect of the therapeutic relationship that needs to be 
carefully managed. Freud (1915) proposes that transference love 
has a defensive function for the patient. He believed that the quality 
of love expressed by patients in analytic treatment was for the most 
part the same as love that is expressed in everyday life. What 
primarily differentiated the two forms of love was that love 
expressed within analysis was closely tied to resistance. Freud 
believed that the patient expressed romantic and sexual feelings for
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the analyst as a psychological defence against remembering painful 
experiences from the patient’s past, that is, dangerous Oedipal 
strivings for the parent.
These central beliefs, that erotic feelings represented resistance and 
that a subgroup of female patients who expressed erotic feelings 
with particular intensity were untreatable, dominated clinical 
thinking about erotic transference for many years (Hill, 1994). This 
changed in 1973 with the publication of Blum’s important article 
titled “The concept of eroticized transference”. Blum described a 
continuum of responses that on the one hand he labelled “erotic” 
transference and, on the opposite end, he labelled “erotized” 
transference. Erotic transference meant positive expressions of 
affection from the patient to the analyst that was an expectable and 
analyzable aspect of many treatments. Erotized transference was 
seen as “an intense, vivid, irrational, erotic preoccupation with the 
analyst characterised by overt, seemingly ego-syntonic demands for 
love and sexual fulfilment from the analyst.” (Blum, 1973, p.63). 
Langs (1974) sees erotized transference as a particular form of 
transference love, and states that it is a subtype of narcissistic or 
borderline transference. He suggests that the unconscious needs of 
the analyst may lead to a misalliance in which the patient’s Oedipal 
erotic demands are evoked by the analyst’s seductiveness. There is 
however a question as to whether male patients express Oedipal 
issues using the person of the female analyst, or play out such issues 
extra-transferentially. Person expresses an opinion that “with male 
patients there is, frequently, a pronounced tendency to re-enact the 
whole oedipal drama outside the transference” (Person  ^ 1985, 
p. 171). In contrast, Meyers says “In fact the most common 
transference I have observed in my own work with male patients 
and supervision of male patients with female analysts is the erotic 
oedipal transference” (Meyers, 1986, p. 167).
In a related theme, it may be that the co-construction between 
analyst and patient is a reflection of an earlier traumatic scenario.
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The erotic transference may be an attempt to recreate an earlier 
scene in order to master the traumatic effects of parental seduction 
accompanied by refusal. While there is potential to repeat the 
original trauma of seduction and refusal in the therapeutic 
relationship, there is also potential for an appropriate resolution of 
the trauma through mourning. Kavaler-Adler (1992) proposes that 
clinical mourning is a critical factor in allowing the erotic 
transference to emerge into consciousness, and in working through 
the patient’s object relational dilemmas.
The pre-Oedipal dimension of the erotic transference has also been 
discussed. Wrye and Wells (1989, 1994) focus on the maternal 
erotic transference that is anchored in the pre-Oedipal matrices. It is 
the sensual bond between mother and baby that forms the template 
in Wrye and Wells’s understanding of the sensual bodily fantasies 
that may arise in relation to the analyst’s body. They assert that 
attention to the “maternal erotic transference” can be a transforming 
phenomenon in long term psychoanalytic treatment. Blum (1994) 
asserts that pre-Oedipal maternal transference often gives special 
colouring and intensity to the erotized transference. The patient 
“may be pining for a nurturant, protective, and comforting mother, 
disguised as adult sexual cravings” (Blum, 1994, p. 633). Blum 
maintains that while the manifest erotization may even lead to 
orgiastic like experiences; the latent transference may be more oral, 
associated with desperate narcissistic, object and affect hunger.
In an interesting paper by Toronto (2001) entitled ‘The human 
touch: An exploration of the role and rrieaning of physical touch in 
Psychoanalysis’ Toronto argues that the description of the very 
sensual and physical nature of the maternal erotic transference raises 
the topic of touch as patients and therapists endeavour to manoeuvre 
through the very ‘sticky’ issues presented by the early mother-child 
bond. She was talking about a period in which life is experienced 
globally, through all the senses. Richards (1997) stated that touch.
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the most universal and ineluctable of senses has been shown to 
provide information of a subtle and powerful kind about the external 
world. Toronto (2001) believes that physical touch may provide a 
unique kind of learning and indeed a route to the unconscious that is 
difficult to achieve through verbal means. Being a Complementary 
Therapist (C.T) I am in firm agreement with Toronto and have seen 
endless C.T clients respond to touch in a way that was both 
surprising and extremely therapeutic. Perhaps I was tapping into a 
very non-verbal unconscious deficit that was difficult to achieve 
through verbal means. This is not to say that I would advocate 
touching all clients and I avoid it when working as a trainee 
Psychologist. However, I am intrigued by the question posed by 
Toronto (2001) in which she asks “as one works with this period of 
life dominated by the senses, can one make judicious use of the 
sense of touch, not as a way of gratifying patient’s wishes but as a 
way of actually changing the very nature of the ways in which they 
encode the world?” (p.40)
This move away fi*om focusing solely on the oedipal dimension of 
erotic transference is also evident in the Self Psychology literature. 
A number of authors have described the use of the erotic 
transference as a means to forestall loss of cohesion and sense of 
self-to forestall the dangers of self fi-agmentation (Coen, 1981; 
Wolf, 1994). Kohut (1971, 1977) wrote extensively about the 
mobilization of sexuality to overcome inner feelings of emptiness 
and deadness in patients who had not been mirrored or responded to 
during their childhood. This resonates with a recent patient I saw in 
therapy; Mr S, a twenty three year old white male doing an 
undergraduate degree in Chemistry. Mr S had been “abandoned” by 
his father when he was a few months old and thinks he had been 
having numerous affairs whilst his mother was pregnant with him. 
His mother started drinking heavily and had affairs with numerous 
men. From the age of seven, Mr S would be lefi; in the house alone, 
sometimes for a week at a time. He presented with feelings of
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anxiety and depression. He avoided relationships but would have 
frequent one night stands. Around the tenth session Mr S started 
making highly sexualised comments and would tell me about his 
sexual fantasies. I noticed that this had begun around the time we 
had started to explore his inner feelings about his father abandoning 
him and his mother’s maternal ambivalence. On deeper exploration 
it became apparent that Mr S was terrified of being made to look his 
inner feelings of isolation and used sex as a way of avoiding 
acknowledging these feelings for fear that he would be left with 
nothing and would fall apart.
The defensive function is by far the most usual explanation in the 
literature for the appearance of the erotic transference in male 
patients. Coen (1981) recognised that sexual fantasy and behaviour 
may be blatantly expressed for defensive purposes and elaborated 
the concept of sexualisation. This is a crucial contribution to the 
understanding of the erotized form (conscious sexual preoccupation 
and overt sexual demands) of the erotic transference. He especially 
emphasised sexualisation as a defence, not just in perverse 
behaviour, but as a predominant constellation in narcissistic, 
borderline and psychotic patients. According to Coen generalised 
seductive style may represent character pathology and a formidable 
resistance to analysis. He refers to Blum’s “fourfold set of purposes 
of erotization as a defence against hostility, loss, narcissistic injury 
and sexual dangers-especially homosexuality” (Blum, 1973, p. 911). 
According to Blum (1994) the ego-syntonic erotized transference is 
not recognised by the patient to be unrealistic and inappropriate and 
is more likely to be associated with impediments and severe 
resistance to analytic work. He states that patients with this type of 
transference may insist on recognition and gratification of their 
demands and are not inclined to seek understanding of their 
transference fantasy. Furthermore he believes they often reject 
genetic interpretations that indicate that a regressive repetition of the 
past is being recapitulated in the analytic situation.
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Another explanation for using eroticism as a defence is that given 
the cultural power inversion involved in the female analyst/male 
patient dyad the male patient will guard against an anticipated loss 
of masculinity and autonomy (Fuerstein, 1992; Wrye & Wells, 
1994). Furthermore, the male patient may be more prone than the 
female patient (given the cultural bias toward strength and 
machismo as defining factors for masculinity) to guard against the 
presentation of self as needy, fearful, or vulnerable. Kemberg 
(1994) suggested that narcissistic male patients in analysis with 
female analysts often display an aggressive, sexualised 
seductiveness. This disguised transference love, he believes, reflects 
transference resistance against feeling dependent on an idealized 
analyst, and attempts to “reproduce a conventional cultural situation 
in which the powerful seductive male relates to the passive and 
idealising female” (Kemberg, 1994, p. 1140). Gabbard (1994) and 
Gomick (1986) highlight the hostile and aggressive components of 
the erotic transference, especially a more intense transference. 
Gabbard notes that “erotized transference may be associated with a 
patient’s tenacious and ego-syntonic demand for sexual 
gratification, a demand that is tinged with sadism and aggression” 
(Gabbard, 1994, p. 1088). He quotes Stoller’s (1979) observation 
that the desire to harm or degrade is a strong component of most 
erotic excitement.
The erotic transference may express a particular object relationship 
marked by hostility. Hostility is sometimes embedded rather subtly 
in the erotic transference. For Kumin (1985) the destmctive aspects 
of desire lead to a situation in which the erotic transference is 
experienced as erotic horror. Freud (1915) suggested that a patient 
may wish to destroy the doctor’s authority by bringing the doctor 
down to a level of lover. Male patients may wish to reduce the 
therapy to a “payment for services” echo of prostitution (Flax & 
White, 1998) as a way to reduce the power of the therapist.
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According to Gomick, “in the transference of male patients to their 
female therapists, the merging of hostile and sexual feelings is 
common” (Gomick, 1986, p.321).
The erotic transference is frequently seen as arising out of a 
misattunement in the therapeutic relationship (Eber, 1990). It is 
however perhaps a fear of the intensity of such material and the 
anxieties it raises in the analyst that many authors writing about the 
therapists’ contribution to the erotic transference have spoken 
largely about misalliance or misattunement. However anxiety 
provoking it may, and certainly as a therapist in training it often 
seems best to downplay erotic transference, it seems that only by the 
therapist not shying away from intensely charged affect, including 
erotic manifestations, can particular meanings be fully explored in 
the constmction created between patient and analyst. There is 
greater acceptance today of the idea that any therapeutic encounter 
is constmcted by both patient and analyst. It is inevitable, then, that 
the analyst’s unconscious desires, conflicts, and organising 
principles will enter into the interaction between patient and analyst 
to some extent, and that such influences, rather than always being 
misattunements, may merely be part of the story that requires close 
examination. Actual enactments or transgressions of boundaries are, 
of course, never condoned, rather it seems that it is the full use of 
the “as i f ’ quality of the analytic experience that is encouraged.
The way erotic transference has been conceptualised over time has 
led to an emphasis on one approach over another in understanding 
the erotic transference. Attempts at explanations for this 
phenomenon have tended to be overarching. I find however that 
when working with the few patients I believe to have exhibited 
erotic transference it has become apparent that there is no one erotic 
transference that develops. Rather multiple meanings can be 
ascribed to the erotic content the male patient brings to the 
encounter. In examining the various functions and meanings of the
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erotic transference this work is clearly informed by a number of 
authors, many, of whom come from widely differing schools of 
analytic thought. A question arises as to whether such varying 
approaches can be used to advantage in examining a patient’s 
behaviour in order to make sense of it. Pine’s (1985, 1990) 
approach, for example, weaves together the psychologies of drive, 
ego function, object relations and self in order to provide a flexible 
framework to understand any particular act. Mitchell (1988) makes 
a succinct argument that “model mixing” can be a problematic 
endeavour, thus reducing their explanatory power. Moreover he 
believes systems cannot be mixed because they are based on 
different fundamental presuppositions (Greenberg and Mitchell, 
1983). Mitchell argues that a viewer, looking at a piece of 
experience from various points of view, would be forced to divide 
the visual field into fragmerited aspects, thereby losing the fullness 
of a single complete vision.
While I am in agreement with Mitchell in terms of theoiy building, 
the clinical utility of a particular coherent approach may be 
compromised if too narrow a view of clinical phenomena is taken. 
Mitchell (1988) acknowledges that clinicians may use 
psychoanalytic theory in a less rigorous and systematic way than 
those who construct explanatory models. I wish to argue that it is 
necessary for clinicians to draw on a plethora and ‘mix’ theoretical 
approaches in order to fully understand a particular set of 
experiences within the analytic setting. To view the transference 
primarily as a defence against a crumbling sense of self, for 
example, would be to miss the rich Oedipal and relational meanings, 
which may be equally important. Similarly, to view the erotic 
transference as primarily Oedipal, or the press for fulfilment of 
sexual drives in relation to the analyst as merely resistance or a 
complication to be managed, is to preclude other explanations that 
may lead to fruitful analysis of the co-constructed relationship. 
Insistence on one particular interpretation could be experienced as
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an injury to a patient when the interpretation is incorrect. A complex 
understanding of the material gives the therapist flexibility to truly 
enter the patient’s world.
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Essay Three
In cognitive therapy, how would the therapist understand and 
work with difficulties that arise in the therapeutic relationship? 
Illustrate with examples from your own practice.
The dawn of cognitive therapy (CT) began thirty years ago when 
Beck and his colleagues published their seminal books Cognitive 
Therapy and the Emotional Disorders (Beck, 1976) and Cognitive 
Therapy of Depression (Beck, Rush, Shaw and Emery, 1979). CT is 
now an intrinsic psychotherapy for a wide range of populations and 
difficulties and is one of the most researched and utilized forms of 
psychotherapy.
Despite the growing popularity and fast development of CT, 
proponents of other psychotherapeutic approaches often severely 
criticise cognitive therapists for downplaying the role of the 
therapeutic relationship and alliance, which is considered to be the 
essence of therapy in other psychotherapeutic approaches. The 
therapeutic alliance pertains to the collaborative nature of the 
relationship, the affective bond between client and therapist, a trust 
in the therapist by the client and agreement on goals by both 
(Borden, 1979; Gaston, 1990; Hovarth & Marx, 1991; Kolden, 
1996). CT and the client-therapist relationship within CT are 
frequently criticised for being cold, rational and superficial. The 
purpose of this essay is to demonstrate that these criticisms against 
CT amount to antiquated views about the theory and practice of 
contemporary CT. By reviewing the changes that have occurred in 
CT, considering current CT literature and by drawing upon 
examples from her own clinical practice, the author intends to show 
how the therapist who is informed by the contemporary CT 
perspective would understand and work with difficulties that arise in 
the therapeutic relationship.
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Principles of CT
When discussing the principles of CT one must be mindful of the 
epistemological assumptions and origins of the approach: the stoic 
philosopher Epictetus in the first century AD observed that ‘people 
are disturbed not so much by events as by the views which they take 
of them’. Hence it is implied that situations and events are better 
viewed from certain angles and that, to some extent, people can 
choose and change their perspective. Regarding the clinical and 
practical underpinnings of CT, there are several sources of 
influence, for instance, the phenomenological approach (e.g. Adler,
1954), structural theory (e.g. Piaget, 1954) and Ellis (1975) and 
Meichenbaum (1977) from the clinical field. However, it was 
Beck’s (1976) backlash against the theoretical excesses and 
practical limitations of orthodox psychoanalysis, together with the 
restrictive nature of radical behaviourism that saw the birth of 
cognitive methodology.
The basic tenet of CT is that psychological problems are in large 
part determined by the way people construe their experience (Kelly,
1955). Feelings, behaviours, and one’s cognitive schemata 
determine how people cognitively construe their experience (Beck, 
Freeman & Associates, 1990). From a cognitive perspective, 
psychological distress begins “when the way we see events gets 
exaggerated beyond the available evidence; these exaggerated ways 
of seeing things tend to have a negative influence on our feelings 
and behaviour, in a vicious cycle” (Wills & Sanders, 1997, p. 11). 
The emphasis cognitive theorists have placed on cognitive change 
(e.g.. Beck, 1976; Beck et al, 1979) resulted in the development of 
CT models for emotional disorders that are structured, directive and 
focus on cognitive restructuring through a variety of technical 
interventions such as the identification and challenging of negative 
automatic thoughts, dysfunctional assumptions and beliefs.
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Accompanying this model are certain implications regarding the 
role of the therapeutic alliance and relationship. The systematic and 
goal directed approach to therapy is perhaps the most distinguishing 
feature of CT (Beck, 1976). The systematic approach is expressed in 
how the treatment is planned and executed as well as how the 
therapeutic hour is structured (Kanfer & Schefft, 1988). During all 
phases of therapy, clients and therapists engage in a decision making 
process, in defining and redefining immediate goals in light of the 
final goal and in planning the next steps to be taken in their mutual 
journey towards solving the client’s problems (Kanfer & Schefft, 
1988). Consequently, the nature of the dynamic between client and 
therapist is preferably ‘collaborative’. This ‘collaborative 
empiricism’ (Beck, 1976), inherited from Kelly’s Personal 
Construct Theory (1955) depicts the client and therapist as ‘personal 
scientists’. It considers both parties working as a team in which the 
client provides the raw data to be investigated with the therapist’s 
guidance. The therapeutic alliance that is created is therefore merely 
viewed as a foundation that permits the client to use the technical 
interventions provided by the therapist.
The therapeutic relationship and CT: The early years.
Any references to the therapeutic relationship were scarce in the 
original work of Beck and his colleagues (1976, 1979) and gave the 
impression that the therapeutic relationship was viewed only as a 
necessary background for cognitive techniques to be applied. 
Cognitive therapists, when faced with patient resistance, were 
encouraged to adopt a problem solving approach which seemed to 
reflect the assumption that difficulties in the therapeutic relationship 
were mainly seen as a technical problem that needed to be overcome 
by the use of standard cognitive techniques (Rothstein & Robinson, 
1991).
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In CT the occurrence of ‘transference’ was considered a technical 
problem that needed to be identified in a similar way to other 
cognitive data. Once identified the emphasis is placed on 
minimising their occurrence. Hence, in total contrast to their 
psychodynamic counterparts, cognitive therapists did not consider 
the therapeutic relationship as a potential tool that could be used for 
therapeutic change (Blackburn & Twaddle, 1996). Consequently, 
CT has often been criticised for being a mechanistic therapeutic 
approach, where the focus is on applying technique while the 
significance of the therapeutic relationship is often neglected or 
downplayed (Clark, 1995; Milne, Dickson, Blackburn & James, 
1999).
It should be noted that although Beck (1976) highlighted the 
technical aspects of CT he also noted that genuine therapist-client 
collaboration is imperative for a successful outcome. Beck 
advocated that cognitive therapists could develop a positive working 
alliance with their clients by incorporating into their practice the 
principles of client-centred therapy (Rogers, 1957). In particular, he 
argued that “if the therapist shows the following characteristics, a 
successful outcome is facilitated: genuine, warmth, acceptance and 
accurate empathy” (1976, p. 221). However, the main way in which 
his view of the therapeutic relationship differed from Rogers is that 
Beck considered a good therapeutic relationship to be a necessary 
but not sufficient condition for change. He intimates that simply 
empathising with the client is somewhat collusive and ultimately 
unhelpful to the client. Moreover, it has been suggested that the core 
conditions can hamper treatment with certain client groups, for 
instance Beck and Emery (1985) found that hostile and schizoid 
individuals may find a therapist’s warmth disturbing and 
threatening.
As CT expanded from the treatment of depression to the treatment 
of populations who suffered from chronic interpersonal problems.
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cognitive therapists began to realise that it was difficult to establish 
and maintain the collaborative relationship that Beck et al. (1979) 
had proposed. When cognitive therapists were faced with client 
resistance, such as missing sessions, or strong reactions such as 
anger, hostility or flirtation which can be typical of clients with 
complex problems (Newman, 1998, 2002) they recognised that the 
‘traditional’ form of CT was ineffective and began modifying CT to 
meet the needs of their clients (Beck, 1996, 1998; Young, 1994). 
Specifically modified forms of CT propose that rather than 
regarding client resistance as an obstruction to the application of CT 
it should be viewed as a valuable source of information about 
client’s fundamental cognitive processes and interpersonal 
difficulties (Newman, 1998).
Modified Forms o f CT: Using the therapeutic relationship as an 
active agent in therapy.
In recent years, a major development has occurred within CT, which 
was marked by the emergence of cognitive-interpersonal 
perspectives (Safian, 1990; Safi-an & Segal, 1990); This was partly 
developed in an effort to understand and work with difficulties in 
the therapeutic relationship (e.g. Beck et al, 1990; Beck, 1996, 1998; 
Padesky, 1994). According to the interpersonal model, the 
therapeutic relationship can be a crucial tool for revealing the 
client’s core dysfunctional interpersonal schemata (Blackburn & 
Twaddle, 1996). The concept of schema was incorporated into CT 
by Beck (1976) who argued that schemas are stable cognitive 
patterns which provide the basis “for screening, coding and 
evaluating the stimuli that impinge on the organism” (p. 283).
The assumption in the cognitive-interpersonal perspectives is that, 
as other therapeutic models have for a long time pointed out, there is 
a strong relationship between the interpersonal factors outside the 
therapy situation and those within (Wills & Sanders, 1997). As their
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psychodynamic colleagues had proposed long ago with the concept 
of transference, cognitive therapists came to realise that client 
resistance and difficulties encountered in the therapeutic relationship 
could be considered a repetition of the difficulties that clients were 
facing in their lives and in their relationships outside therapy (Beck, 
1998; Newman, 1994).
Safran and Segal, (1990; Safran, 1990), in an effort to create a 
systematic conceptual framework that could guide the use of the 
therapeutic relationship in CT, integrated into CT concepts and 
propositions from the interpersonal theory and suggested that 
interpersonal relationships could be conceptualised from a 
schematic perspective. Drawing upon Bowlby’s (1969) work on 
attachment, they recognise the propensity for individuals’ desire to 
relate to others. As a result key core beliefs and assumptions about 
life and the world are likely to be interpersonal. Once formed in a 
child’s formative years, interpersonal schemas guide an individual’s 
perceptions of his/her interactions with others and lead to the 
activation of characteristic cognitive, emotional and behaviours 
strategies, which in turn evoke schema-consistent responses in 
others. Safran and Segal (1990) called this process of interpersonal 
schema maintenance a self perpetuating ‘cognitive-interpersonal 
cycle’. Consequently, they suggest that all individuals display a 
relatively consistent range of interpersonal behaviours. Such 
behaviours are likely to be played out in the therapeutic relationship 
and so provide rich material for therapeutic investigation.
Safran and Segal (1990) view the therapeutic relationship almost as 
an existential ‘given’. And is a dynamic that continually fluctuates 
and can be utilised in therapy. Safran (1990) views problems in the 
therapeutic relationship as ideal opportunities to explore clients’ 
belief systems. One of the major roles of the therapist in CT is to 
disconfirm the client’s dysfunctional beliefs about interpersonal 
interactions by providing him/her with a new interpersonal
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experience. As long as this disconfirmation is accepted and 
integrated by the client, it is believed that it will result in the 
modification of his/her dysfunctional interpersonal schemas (Wills 
& Sanders, 1997). To illustrate this I will draw upon an example 
from my own practice at a university counselling centre. Mr P was 
twenty four years old. His mother was an alcoholic and his father 
suffered from severe depression. Mr P seemed to have developed an 
ambivalent attachment style and hold the belief that he could not 
rely on anyone. In his adult relationships it became apparent that he 
desired intimacy but would engage in behaviours that would push 
people away thus prompting others to reject him and confirming his 
belief that he can not rely on other people. After several sessions it 
became apparent that Mr P’s interpersonal schema was being 
activated in our relationship and he was engaging in behaviours that, 
outside of therapy, may have caused me to ‘reject’ him. This 
included making inappropriate sexual comments, missing several 
sessions and making little effort in our work together. Had I rejected 
Mr P I would have confirmed his interpersonal schema however, by 
staying and working with the relationship I hopefully provided him 
with a new interpersonal experience which he could take forward in 
other relationships.
The notion of ‘dysfunctional interpersonal schemas’ can also been 
seen in Young’s (1994) schema-focused approach in the guise of 
‘early maladaptive schemas’. Young (1994) developed the schema- 
focused approach in order to address the needs of clients who 
suffered from chronic interpersonal problems. Once formed early 
maladaptive schema become central to an individual’s self concept 
(Young & Klosko, 1993). Therefore, any possibility of schematic 
change constitutes a great threat and disruption to his/her belief of 
who she/he is and what the world is like and in order to avoid such a 
threat she/he engages in cognitive, emotional or behavioural 
compensatory strategies, such as engaging in behaviours consistent 
with the schema and/or discounting or not noticing information that
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contradicts the negative beliefs, that reinforce or perpetuate the 
schema.
According to both schema therapy and the interpersonal model, the 
therapeutic relationship is seen as a vital component of assessment 
and change. This may, however, favour certain client groups more 
than others. For instance, some of the CT “staples” may have fewer 
efficacies with older clients, with the constant application of the 
cognitive model seeming off-putting (Hyer and Kreamer, 2004). It 
has been noted that many older clients have age associated cognitive 
decline or mild cognitive impairment which can be misinterpreted as 
resistance and thus the application of traditional CT may weaken the 
therapeutic alliance and cause irresolvable ruptures in the 
relationship (Ackerman & Hilsenroth, 2001). Hyer and Kramer 
(2004) believe that, although not discussed, a combination of the 
interpersonal model and CT is now practiced with some frequency 
with older adults. In this way they believe that a “caring” approach 
to therapy is practiced and the principles of behaviour and cognition 
are applied in an overall framework of addressing interpersonal 
issues which builds a stronger therapeutic relationship.
Ways o f working with difficulties in the therapeutic relationship.
Cognitive theorists have suggested a number of steps that therapists 
should follow in order to work effectively with the interpersonal 
difficulties that may arise in the therapeutic relationship (Safran, 
1990; Sanders & Wills, 1999). Initially, therapists need to pay close 
attention to their client’s as well as their own reactions so that they 
can identify when their clients dysfunctional interpersonal early 
maladaptive schemas are being activated. In that way, as discussed 
previously, rather than getting pulled into their client’s 
dysfunctional cognitive interpersonal style, as it might happen in 
interactions outside therapy, they can ‘unhook’ from his/her 
interpersonal pull and thus avoid confirming his/her interpersonal
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schema and provide him/her with a new interpersonal experience 
that counteracts his/her schema.
In schema therapy this is known as ‘limited reparenting’ (McGinn 
& Young, 1996) and involves providing, within the appropriate 
boundaries of the therapeutic relationship, what the client needed 
but did not get from his/her parents as a child. Throughout therapy, 
the therapist will use the therapy relationship as a partial antidote to 
the client’s schemas in the hope of providing a corrective emotional 
experience. To be able to provide ‘limited reparenting’, however, it 
is crucial that therapists develop a ‘participant-observer’ stance. 
That is, they must be able to participate in the interaction as well as 
‘step outside’ and observe the interaction in which they participate 
(Safran & Segal. 1990). By both experiencing and observing the 
interaction with the client they will be able to discuss with him/her 
what is happening and explore it in a collaborative fashion. This 
should be done through ‘empathie confrontation’, which is 
characteristic of schema therapy (Young, 1994). Empathie 
confrontation involves expressing understanding of the reasons that 
clients perpetuate their schemas while simultaneously confronting 
the necessity for change. Subsequently, they may use standard 
cognitive techniques (i.e. guided discovery, problem-solving, 
behavioural experiments) to help the client test, disconfirm and 
modify his/her interpersonal/maladaptive schema.
For example, I saw a client, who I will call Miss H, at a university 
counselling centre. She began therapy wary of becoming 
“dependent” on her friends (and me), saying she valued 
independence. She cancelled several sessions and after a month it 
became apparent that Miss H’s core schema was Emotional 
Deprivation as a result of her childhood, where her mother was 
unavailable as she was always in hospital and her father was 
emotionally “cold”. She had to act as an adult from a young age and 
learnt to deal with her problems by herself. It seemed that being
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allowed to be dependent on someone is what Miss H actually 
needed as it was one of her unmet needs. For Miss H, limited 
reparenting involved giving her stability and reliability she never got 
as a child. Recognising her emotional deprivation schema helped me 
understand what form of reparenting she needed. Had I taken her at 
her word and viewed her problem as one of preserving her 
independence I may have reinforced her childhood experience of not 
being permitted to be dependent on anyone which I think would 
have resulted in her leaving therapy. By allowing Miss H to be 
dependant on me enabled us to explore and work with her conflict 
between dependency and independence and allowed her to establish 
autonomy in a very gradual and non-threatening way. In schema 
therapy the therapist must be able to provide in the therapeutic 
relationship whatever is a partial antidote to the client’s Early 
Maladaptive Schemas (Young, 1994).
Therapists are also forewarned not to assume that their reactions are 
always the effects of the client’s interpersonal pull, they shouldpalso 
be aware of their own schemas and recognise their possible effects 
on the therapeutic relationship (Rudd & Joiner, 1997; Sanders & 
Wills, 1999). In Schema-Focused therapy, the therapists’ own 
reactions to a client are also seen as a valuable resource in assessing 
client’s schemas. Layden, Newman, Freeman and Morse (1993) 
have provided a relatively broad conceptualisation of 
countertransference in cognitive therapy. They noted that 
countertransference “represents the totality of the therapist’s 
responses to the patient, including automatic thoughts, elicited 
beliefs or schemas, emotions, actions, intentions and so on “ (P. 
117). For example. Miss L came to see me, wanting to talk about 
her relationship with her partner. She was very friendly and talkative 
and often complimented me. However, instead of feeling warm and 
close to Miss L I felt taken aback. I hypothesised that underneath 
Miss L’s amiable style was an Early Maladaptive Schema and as the 
weeks progressed it became clear that underneath Miss L’s
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friendliness was intense feelings of insecurity and aloneness. It 
seemed that she had a Social Isolation Schema which she 
overcompensated with “hyper friendliness”. If I had ignored my 
own reaction we may have stayed in a friendly non-confrontational 
dynamic and never touched on her feelings of isolation that lay 
beneath this.
The therapeutic belief system.
The above example is taken from my psychodynamic placement, 
which highlights the integration of psychodynamic concepts into 
contemporary CT. However, according to Rudd and Joiner, (1997) 
by adopting and applying convenient aspects of psychodynamic 
theory to cognitive therapy we are potentially being inconsistent 
with a number of the fundamental principles of cognitive therapy. 
Refer to Rudd and Joiner (1997) for a more detailed discussion of 
these inconsistencies.
As an alternative to the transference-countertransference 
conceptualisation of the therapeutic relationship, Rudd and Joiner 
(1997) propose the ‘therapeutic belief system’ (TBS). They offer 
TBS as a conceptual framework for the therapist to understand, 
organise, discuss and ultimately address aspects of the therapeutic 
relationship in CT, consistent with CT’s fundamental principles (see 
Clark, 1995). For the most part, the TBS allows the therapist to 
address the therapeutic relationship at two levels (both active and 
tacit). It is a framework that allows “the therapist to (a) diagram the 
patient’s and therapist’s active beliefs, assumptions and automatic 
thoughts about the therapeutic process, (b) conceptualise core 
cognitive structures and associated schemata which may be 
secondary to implicit learning and subsequently more tacit in nature 
but nonetheless critical to the therapeutic process, (c) understand the 
patient’s and therapist’s explicit and implicit emotional and
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behavioural responses and (d) identify specific targets to facilitate a 
productive treatment outcome.” (p.236). It is recommended that the 
TBS be detailed for each client, particularly for clients who are 
resistant to treatment. In many respects, detailing the TBS allows 
the therapist to more clearly understand active, potential or even 
tacit treatment resistance by the client and counterproductive 
interactions on the part of the therapist. For now, however, it seems 
that most cognitive therapists are integrating the interpersonal model 
into their practice and whilst the TBS appears to have great potential 
it may be something that develops in time.
In conclusion, this paper has explored how different schools of 
cognitive therapy have conceptualised the therapeutic relationship. 
It seems that there are two different standpoints which reflect 
different points of direction in which a therapist can proceed. 
Traditional cognitive therapists usually chose to work at a symptom 
level and thus take a ‘bottom-up’ approach with client’s difficulties. 
In this model the therapeutic relationship serves as a context that 
allows for the application of techniques. On the other hand there 
have been major developments in thinking in the CT literature, such 
as schema-focused therapy (Young, 1994) and the cognitive- 
interpersonal models (Safran & Segal, 1990). Cognitive therapists 
who work from this perspective take a ‘top down’ approach, using 
the therapeutic relationship as a tool to access deeper assumptions, 
core beliefs and schemata (Wills & Sanders, 1997). They believe 
that the therapeutic relationship “can in itself be used to test out 
clients’ beliefs and provide an arena in which clients can practice 
new ways of being in the world and test deeply held interpersonal 
beliefs” (Sanders & Wills, 1999, p. 136). Thus contemporary 
cognitive therapists are encouraged to use the therapeutic 
relationship, and any associated difficulties, as a mechanism which 
facilitates change in therapy (Safran, 1990).
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THERAPEUTIC PRACTICE DOSSIER
Introduction to the Therapeutic Practice Dossier
This dossier relates to my therapeutic practice and contains a brief 
account of my clinical experiences throughout my three years of 
training. It also includes my Final Clinical Paper which offers an 
account of my development as a Counselling Psychologist.
As highlighted in the statement of anonymity, all potential 
identifying information related to clients, including the exact 
location of placements, have been changed or omitted in order to 
ensure client confidentiality.
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DESCRIPTIONS OF CLINICAL PLACEMENTS 
First Year Placement: Community Mental Health Team
December 2002-August 2003
My first year placement was a two day placement in a Community 
Mental Health Team (CMHT) in the South East of England. I 
worked alongside Clinical Psychologists, Community Psychiatric 
Nurses, Social Workers, Occupational Therapists and Support 
Workers. The client group for the CMHT in which I was based 
were adults who had primarily enduring mental health difficulties or 
psychosis. Referrals for psychological services were made by GPs 
or through the CMHT. There were no restrictions on the amount of 
sessions I could offer clients and the approach was a mixture of 
humanistic and cognitive behaviour therapy.
The area that the CMHT was located was affluent thus the clients 
were often of middle class status and predominantly Caucasian. 
There were, however, several religions in the community including 
Christianity, Jehovah’s Witness, Mormon, and a religious sect called 
the Plymouth Brethrens. Members of the Plymouth Brethrens were 
frequently seen in the local mental health services, perhaps due to 
the social isolation that the religion subscribes.
Individual supervision was provided on a weekly basis by a clinical 
psychologist; my approach was mainly person-centred and cognitive 
behavioural.
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Second Year Placement: Student Counselling Centre
September 2004-August 2004
In the second year I had a one and a half day placement in a Student 
Counselling Centre of a large university in the South East of 
England. The service for undergraduate and postgraduate students 
was free of charge. Clients could be referred from their personal 
tutors, the health centre but most clients self referred. Five 
professionally qualified counsellors and three trainee counselling 
psychologists provided the service. I saw clients individually and 
had no restrictions of the amount of sessions available to offer. The 
theoretical orientation of all the therapists was largely 
psychodynamic.
Clients seen were undergraduate, postgraduate and mature students 
from a variety of different cultures. Client’s presenting issues 
included identity issues, issues related to separation and 
independence, self harming, anxiety, social difficulties and exam 
stress.
My responsibility was to assess the client and to deliver 
psychological therapy. Intergrative/psychodynamic supervision was 
provided on a weekly basis. Team meetings were held eveiy 
fortnight and involved either a team member presenting a case 
study, which was then discussed amongst the group or a 
presentation was given by various members of the team.
63
Third Year Placement (Part A): Pain Management Clinic
September 2004-August 2005
This placement involved working one day a week in a pain 
management clinic, which is part of large NHS hospital in Greater 
London. It is designed for clients with chronic pain. The client 
group’s age ranged from 15 upwards, although many were older 
adults. They were predominantly female from a variety of cultures, 
although the predominant client group were White or Asian/Asian 
British. The clinic staff comprised; one clinical health psychologists, 
one clinical psychologist, one counselling psychologist, two 
consultant anaesthetists, one physiotherapist, one Alexander 
technique teacher, one acupuncturist and one acute pain nurse.
Clients were referred to the Consultant Anaesthetists primarily from 
their GP. The Consultant Anaesthetists would then refer clients to 
the psychology team if they deemed this appropriate, although 
sometimes they were referred from the physiotherapist and other 
areas of the hospital. The Psychology Service in the Pain Clinic 
aimed to help people develop skills that would enable them to cope 
better with their pain and associated difficulties and to reduce the 
resulting levels of emotional distress and disability. The therapeutic 
approach of the psychology team was cognitive-behavioural 
although there was some flexibility to work from an integrative 
stance. The average number of session offered at the clinic was 
between 6 and 12 although there was flexibility to work longer if 
necessary.
Following a frill structured assessment, clients were either seen 
individually or referred to the eight week outpatient Pain 
Management Group Programme. This was a multidisciplinary 
programme held for six to eight clients, all of whom had chronic 
pain. I ran several of these groups whilst on placement at the pain 
clinic.
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I attended several team meetings throughout the placement where a 
variety of issues were discussed such as the Expert Patient 
Programme being developed by the DoH, child protection issues 
and risk assessment. Clinical supervision was provided by a 
Chartered Counselling Psychologist on a weekly basis.
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Third Year Placement (Part B): Counselling for an HM Prison
February 2005-August 2005
This placement involved working one day a week in an all male, 
low security (Category C) prison holding approximately 400 
inmates. The therapy service was located within the Health Care 
Centre of the prison and was open to all inmates. Clients may have 
been advised to have counselling by the sentence planning board or 
personal officer but many clients self-referred. The service was 
provided by myself and one psychotherapist. Inmates had to apply 
in writing and were then offered an initial assessment session. 
Clients were then placed on a waiting list for up to two months 
before therapy commenced. Appointments were usually made on a 
weekly basis and ranged fi*om short term work (6-12 sessions) to 
longer term work (20+ sessions).
The service was not specifically aimed at reducing re-offending. 
However, clients presented with issues related to re-offending such 
as drug misuse and anger as well as issues not related to criminal 
behaviour such as bereavement and relationship difficulties as well 
as issues related to imprisonment such as depression. I wrote several 
reports about the work I had done with clients for the parole board 
and attended a multidisciplinary meeting to discuss support services 
in the community for a client I had worked with who was serving a 
life sentence and was waiting to be released. Clinical supervision 
was provided on a weekly basis and the theoretical approach taken 
was integrative.
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Final Clinical Paper
The ebbs and flows in my development as a counselling 
psychologist.
Introduction
The purpose of this paper is to reflect on my continuing 
development as a counselling psychologist, both on a personal and 
professional level. There are experiences that have helped me in the 
process of developing my present position as a trainee counselling 
psychologist and I will attempt to explain how counselling 
psychology as a discipline, psychological theories, research, my 
clinical practice, supervision, personal therapy and my involvement 
with the division of counselling psychology within the BPS have 
played a part in influencing my professional identity.
Counselling Psychology
Counselling Psychology places the therapeutic relationship at the 
heart of the therapeutic endeavour, emphasising respect for the 
uniqueness of individual clients and their phenomenological 
experience (British Psychological Society, 1998; Woolfe, 1996). I 
believe that it is this emphasis on the therapeutic relationship and 
the respect for the clients’ phenomenological worlds that 
distinguishes counselling psychology from other disciplines, which 
espouse the medical model of illness.
My own personal move away from the westernised medical model 
began some time before embarking on this training. Travelling 
through South East Asia during my summer breaks as an 
undergraduate student enriched me with an appreciation of 
difference; be it through seeing different landscapes, eating different 
foods, learning about different cultures but most importantly
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meeting an array of different people with many different life 
experiences. It is also opened me up to different belief systems and I 
started to explore eastern philosophies with their emphasis on 
holistic health rather than, what I perceive to be, the western split of 
body and mind. After completing my undergraduate degree in 
Psychology I decided to train as a Complementary Therapist. This 
training further developed my understanding of holistic health and, 
whilst I believe conventional medicine has its place, I also believe 
there are inherent limitations in adopting a disease model. The 
therapies I trained in placed great emphasis on treating the person as 
a ‘whole’ rather than treating their symptoms and aimed at 
providing a client with the opportunity for optimum physical and 
mental health. I worked as a Complementary Therapist for clients 
with drug addiction and found the client work very rewarding. 
However, I also felt that many of my clients would benefit from 
psychological support in conjunction with the therapies I was 
already able to offer and thus decided to fiirther my training in this 
field. It was important for me when I decided to continue my 
training in psychology that the discipline I choose fitted to some 
degree with my previous training and belief system. Counselling 
Psychology seemed to provide this with its move away from the 
medical model and ‘pathologising’ in an attempt to support personal 
growth and well being through offering a good enough therapeutic 
relationship with empathy, congruence and unconditional positive 
regard at its heart (Woolfe, 1996).
The recognition of the centrality of the therapeutic relationship in 
counselling psychology seems to be supported by an ever expanding 
body of empirical evidence which suggests that the quality of the 
therapeutic relationship is the most important factor in the prediction 
of the effectiveness of therapy (Luborsky, Crits-Cristoph, 
Alexander, Margolis & Cohen, 1983; Orlinsky, Grawe & Parkes, 
1994). As Cottone (1988) has argued human beings are relational 
and learn and develop in and through relationships. Throughout my
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training I have therefore asked myself the question that Rogers 
(1961) posed to himself:
“How can I provide a relationship which this person may use for 
their own personal growth” (p.32).
Counselling Psychology and Research.
As well as placing emphasis on the relationship, counselling 
psychology also stresses the importance of research and endorses 
the scientist-practitioner model. This model is based around the 
notion that an integral aspect of counselling psychologists’ role is 
the need to engage in an ongoing process of research in order to 
evaluate their practice (Barkham, 1990; Woolfe, 1996). In fact the 
guidelines for the professional practice of counselling psychology 
state that the aim of the profession is to find ways of combining 
research and practice which is grounded in the therapeutic 
relationship (BPS, 1998). The scientist-practitioner model is an 
integrated approach to knowledge itself, as it recognises how theory, 
research and practice are interdependent (Meara et al, 1988). These 
three factors have been emphasised throughout the three years of my 
training and as a trainee counselling psychologist, as well as 
conducting my own research, I am a consumer of psychological 
literature, constantly drawing upon theory and published research in 
order to inform my own practice.
However, the notion of the scientist-practitioner model has not been 
integrated into counselling psychology without careful consideration 
as to its fit with the core values of the profession. Spinelli (1996) 
and Woolfe (1996) have both highlighted that if one understands 
science in the traditional sense of objectivity and truth, originating 
from a positivist/empiricist epistemology, then the model seems 
incompatible with counselling psychology’s fundamental 
philosophy. However, I agree with Woolfe (1996) that this
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difficulty can be partly overcome by adopting a phenomenological 
approach to research which employs methods that emphasise the 
uniqueness of an individual’s subjective experience, such as 
interpretative phenomenological analysis (IPA). Accordingly, I 
employed IP A in my second year research project entitled ‘An 
exploration of the implications of losing a child to suicide for 
maternal identity: an interpretative phenomenological analysis’ 
(Thrift, 2004). I interviewed seven women who had lost a child to 
suicide and IP A allowed me to look at the mothers’ experience in 
depth and to tell each woman’s story while acknowledging that this 
was my understanding of their experience informed by identity 
process theory (Breakwell, 1986). My position as a researcher was 
similar to that of an empathie therapist where my aim was to explore 
the participant’s view of the world and to adopt, as far as possible, 
a n ‘insider’s perspective’ (Conrad 1987).
The nature of this type of analysis means that the research outcome 
represents a dynamic interaction between the participants’ accounts 
and the researcher’s interpretative framework. It is inevitable 
therefore that the researcher’s own ‘speaking position’ will 
influence the study by shaping its focus and interpretation in some 
way. Conducting this research has had a profound effect on my 
personal and professional development, which I, perhaps naively, 
had not anticipated. My own ‘speaking position’ is of someone who 
experienced sibling bereavement through suicide. Although I was 
greatly moved by the stories that the mothers felt able to share with 
me, it also forced me to confront my own feelings towards suicide, 
both towards my sister, my mother and myself, which has made me 
much more grounded in myself.
Conducting this research has also been integral to my professional 
development. It has increased my confidence in myself as a 
therapist, in that I am able to hear people talk about issues that tap 
into my own profound personal experiences and ‘survive’ and
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possibly grow as a result. It has also increased my confidence as a 
researcher. Before doing this research I doubted my ability to 
conduct research. However, I now feel both confident and excited 
about the prospect of conducting qualitative research in the future. 
In a sense this research felt like an integration between my 
professional and personal self, in that I chose a topic and research 
method that fitted with my own interests, values and beliefs which I 
believe resulted in both personal and professional growth.
Personal Integration
Counselling psychology has been known for its commitment to 
developing integrative practitioners, evident in the co-existence of 
diverse therapeutic paradigms in counselling psychology’s literature 
(Woolfe, 1996). However, recently there has been a move towards 
trainees developing a post-graduate level of the philosophy, theory 
and practice of at least one specific model of psychological therapy 
whilst having a working knowledge and understanding of at least 
one further model of psychological therapy.
Reflecting on my own personal values and beliefs I realized that I 
feel most comfortable with the psychodynamic and humanistic 
approaches. I value the importance of the relationship that the 
humanistic approach advocates and the symbolism that 
psychodynamic theories offer. At the same time, however, I agree 
with Clarkson (1996) that no psychological theory can claim to have 
all the answers about human existence and that a more holistic 
picture of human nature can only be constructed by using different 
theories in a complementary manner. I do own my preference 
towards working from a humanistic and psychodynamic 
perspective, although I am also well acquainted with the language 
and assumptions of other approaches such as cognitive behaviour 
therapy, schema focused therapy and existential therapy that infonns 
my work with clients when appropriate. I do not, however.
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staunchly hold onto to my theoretical preference but believe that it is 
something fluid that may well change with time, personal 
experience and increased knowledge on my part. For instance, I feel 
very enthused by narrative therapy and cognitive-analytic therapy 
and can see that in the future, with further knowledge and training, I 
may incorporate these approaches into my practice.
Training Experiences
I will now focus on the development of my clinical practice to date 
by offering an account of my work with clients over my three years 
of training^ This section will not be confined to client accounts as I 
feel the placements have afforded me a learning experience that is 
broader than just my therapeutic practice and has included the 
therapeutic orientation, the setting, the team and the supervision I 
received. It is hoped that this section will highlight how all these 
experiences have impacted upon my development as a counselling 
psychologist.
Year One
My first year placement was in a Community Mental Health Team 
(CMHT). The client group for the CMHT had primarily enduring 
mental health difficulties or psychosis. However, whilst a few of my 
clients presented with this, most of my clients had milder presenting 
difficulties (e.g. mild to moderate anxiety and depression) and had 
no previous history of therapeutic intervention.
I worked as part of a multi disciplinary team that included clinical 
psychologists, community psychiatric nurses, social workers and 
occupational therapists. This provided me with the opportunity of 
gaining a greater understanding of the nature of their work as well 
as experiencing the positive and negative aspects of working in a
* Please note that names and any other distinguishing details o f clients have been changed in order to 
protect their confidentiality.
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multidisciplinary team. Working in the NHS in my first year also 
proved to be a steep learning curve, exposing me to the policies, 
protocols and politics inherent in working in such a large 
organisation.
During the first year the theoretical emphasis of the course was 
primarily humanistic (Rogers, 1951, 1957, 1961). This approach 
sees client change being facilitated by the ‘core conditions’ of the 
therapist, which includes empathy, congruence and unconditional 
positive regard. Whilst my clinical practice was influenced by this 
approach my supervisors orientation was in cognitive behaviour 
therapy (CBT) and thus I was encouraged to begin to conceptualise 
client’s presenting difficulties from a cognitive behavioural 
perspective. This proved very challenging in terms of my work load 
and time management as I had to learn two approaches 
simultaneously. Trying to reconcile these two different approaches 
was also a challenge, as the assumptions they made about the role of 
the therapist were often conflicting. Hence my task was to find a 
balance between using humanistic principles as the basis of my 
practice, alongside grasping an understanding of client’s difficulties 
and employing techniques akin to the practice of a cognitive 
behaviour therapist. My supervisor was aware of the humanistic 
emphasis that my training required in my first year and rather than 
trying to fully integrate the two approaches in this early stage of my 
development as a practitioner my supervisor supported me in using 
solely a humanistic framework with many of my clients. This 
enabled me to gain my confidence in employing the core skills 
necessary in engaging clients in the therapeutic process and being 
able to provide a relationship the facilitates therapeutic change.
Year Two
Although I was looking forward to my second year and its emphasis 
on psychodynamic theory and practice I found the transition from 
the first to second year was not tension free. Looking back I think
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this was primarily related to losing three members of my cohort at 
the end of the first year. This changed the dynamics of the group 
and left me feeling somewhat confused in regards to the 
expectations of a trainee counselling psychologist and angry at 
loosing three people that had been integral to my first years training 
experience. I think these feelings along with the feelings of 
uncertainty that ‘failure’ presents you with remained within me and 
within our group for some time.
During my second year, I worked in a higher education counselling 
service. I worked with five psychotherapists and three trainees, and 
an integrative approach to psychotherapy was encouraged. Clients 
presenting problems often included issues related to separation, 
independence, social difficulties and exam stress. There was no time 
limit to the contracts that I made with my clients and I saw three 
clients for the entirety of my placement. I valued this experience 
enormously as I feel it allowed for the emergence of the transference 
and counter-transference relationship and that had not been so 
apparent to me in shorter term work. However, I also found long 
term work quite challenging for several reasons. Firstly, I formed 
strong ‘therapeutic’ attachments to clients who were around the 
same age as myself with similar interests. Although I knew on a 
cognitive level that therapeutically and ethically it would be very 
damaging to engage in any sort of relationship other than a 
therapeutic one with a client, at times this felt very frustrating. My 
supervisor was very supportive and helped me think about my 
feelings in the counter-transference as well as looking at ethical 
ways that I could utilise the attachment formed in therapy to be of 
benefit for my clients. I feel my awareness of boundaries in therapy 
was strengthened because of this experience and by the fact that I 
lived in the same vicinity as where I worked and thus would at times 
see clients outside of the therapy hour. Seeing clients for long term 
contracts posed a second challenge, which was dealing with my 
feelings about endings. I am aware that I have had ‘bad’ endings in
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my past relating to loss and I found myself feeling very sad and 
wanting to avoid addressing the ending of our work. However, I 
found that by discussing our ending together with clients provided 
us both with the experience of a ‘good’ ending that was hopefully 
mutually therapeutic.
The client that probably impacted upon me the most in this year was 
Miss. M, who was a twenty-eight year old white female who was in 
her first year of university, studying for an undergraduate degree in 
the social sciences. She presented with feelings of anger towards 
her mother who she believed was trying to find her after sixteen 
years of no contact.
Miss M’s father died when she was twelve and she had no siblings. 
Following his death her mother had a breakdown and Miss M was 
subsequently placed with foster parents for four years and then 
moved to a children’s home. She described her parents as being 
emotionally cold and at time physically abusive and her foster 
family and care home as lacking any support and love. It seems that 
Miss M was denied a safe, secure upbringing and a ‘good-enough 
facilitating environment’ (Winnicott, 1971, p.l85). In the early 
stages of our relationship my primary focus was thus predominantly 
reparative (Clarkson, 1995) so that she felt accepted, contained and 
understood.
Miss M’s environments may have seemed chaotic and Miss M now 
described herself as needing to feel in control, perhaps in an attempt 
to avoid the chaos she experienced growing up. This sense of 
needing control manifested itself in our early work together, where 
she would keep control of the time, telling me when we were 
coming up to the end of the session. I think this was an unconscious 
communication for me to understand her need for a sense of 
containment and maintain a secure frame, which provides the 
holding environment for clients and is seen as the container for
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clients’ emotional lives (Gray, 1994). It was very interesting to 
observe how Miss M would consistently DNA on sessions 
scheduled after we had had a break, for instance after Christmas and 
Easter and it felt important that I ^survive’ this so that she realised I 
could tolerate and contain her. However, initially rather than 
offering this interpretation it felt more appropriate to ‘allow’ Miss 
M to feel in control in our relationship, which seemed to have been 
denied to her in other relationships. I found that Kohut’s (1977) self 
psychology theory encompassed what I valued and utilised in the 
beginning of our work together. Rather than ‘dismantling’ Miss M’s 
defences which I feel would have proved counter therapeutic at this 
point I valued Kohut’s (1977) emphasis on the importance of the 
relationship between the client and the therapist and the need for 
empathy. With time and as pur relationship grew stronger I was able 
to make use of the transference relationship and we moved to 
looking at Miss M’s difficulties as originating from un-met 
developmental needs occurring during her formative years and 
throughout adulthood. I feel that our relationship provided a 
corrective emotional experience which allowed Miss M to form an 
attachment and dependency on me. Miss M’s fixed repetitive 
patterns of relating to others in a very controlling way seemed to 
gradually change and I am drawn to the poem by Potia Nelson, 
entitled “Autobiography in Five Chapters” when thinking about how 
profound the work of psychotherapy can be:
I  walk down the street.
There is a deep hole in the sidewalk 
I  fall in.
I  am lost...I am hopeless.
It isn’t my fault.
It takes forever to find a way out.
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I  walk down the same street.
There is a deeper hole in the sidewalk.
I  pretend I  don’t see it.
I  fall in again.
I  can’t believe I ’m in the same place.
But it isn’t my fault.
It still takes a long time to get out.
I  walk down the same street.
There is a deep hole in the sidewalk 
I  see it there.
I  still fall in...it’s a habit 
My eyes are open 
I  know where I  am 
It is my fault.
I  get out immediately.
I  walk down the same street.
There is a deep whole in the sidewalk 
I  walk around it.
I  walk down another street.
Miss M’s choice to ‘walk down another street’ was apparent in the 
change in her relationships. Where she would once have tried to 
please people in an attempt to be accepted and then feel imposed 
upon she was now able to see her role in this and thus change the 
situation so that her relationships became more fulfilling.
I worked with Miss M for a year and we spent many sessions 
‘preparing’ for the ending of our relationship. We had both grappled 
with unfinished and painful endings in our life and I think it was 
therapeutically beneficial for both of us to take time over our ending 
so that we were both left with a good experience. Working with
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Miss M has been one of my most profound learning experiences on 
my journey to become a counselling psychologist.
Year Three
The theoretical emphasis in the third year of my training was in 
cognitive behaviour therapy (CBT). Cognitive therapy is regarded as 
the domain of applied psychology that is unified in its belief of the 
central role that thinking processes have in explaining human 
behaviour and emotion (Blackburn & Twaddle, 1996). The 
principles of the approach are best summarised by the Stoic 
philosopher Epictetus who, in the first century AD, observed that 
‘people are disturbed not so much by events as by the views which 
they take of them’. Hence, it is implied that situations and events are 
better viewed from certain angles and that, to some extent, people 
can choose and change their perspective.
My CBT placement was in a pain management clinic which was 
part of a general hospital in outer London. I worked alongside three 
psychologists, physiotherapists and consultant anaesthetists. The 
focus of all the psychologists working in the pain clinic was CBT 
(in the traditional sense) and research has shown CBT to be very 
effective in pain management (Thom, 2004).
CBT for pain management was launched by Turk et al’s. (1983) 
book Pain and Behavioral Medicine: A Cognitive-Behavioural 
Perspective. Their book provided an exhaustive review of the pain 
and cognitive-behaviour therapy literature up to that time and 
included a model for implementing a structured, goal oriented, 
educative, short term, cognitive-behavioural pain management 
programme. Although this book is now more than twenty years old 
the basic tenets of pain management, including looking at pacing, 
thoughts and feelings in pain, assertiveness skills and sleep 
difficulties (to name but a few) seemed to have remained. These 
were covered in the pain management programme that the clinic
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offered and I found the opportunity to facilitate a pain management 
group proved very beneficial in consolidating my knowledge of pain 
management. In some sense I found CBT useful for giving clients’ 
structure and coping skills and some of them felt empowered by this 
approach because it gave them tools they could use by themselves. 
However, my supervisor made it clear that this was not a process 
group and I found the group lacked attention to the dynamics being 
played out between people. I was also very surprised that there was 
no scope to incorporate the body on a symbolic level.
Adopting a cognitive-behavioural model in individual work did not 
seem natural to me and I found the directive approach a stark and 
unwelcome contrast to the open, contemplative style I had become 
accustomed to during my previous placement. The impact of 
working in this context also soon became apparent to me, as 
working in a health related setting evoked a more medical model. I 
had not expected such a focus on diagnosis and having a 
background in massage and complementary therapy I had envisaged 
a more holistic view of chronic pain. Although I enjoyed the 
collaborative nature of the approach, I felt at times I was simply 
teaching ‘coping mechanisms’ to clients or helping clients identify 
their unhelpful ways of thinking and behaving and substituting them 
with adaptive ones (Beck, 1976; Beck, Rush, Shaw & Emery, 1979) 
rather than engaging with them in a therapeutic process. I found it 
challenging to stick to the structured approach my supervisor 
advocated and felt that CBT did not provide me with a deeper 
understanding of the origins of my client’s difficulties. However I 
eventually addressed my concerns with my supervisor and she said 
that if I felt it was appropriate to look at the process and take a more 
schema focused approach (Young, 1994) then I could, although her 
ability to supervise me in this work would be limited. The necessity 
to adopt such an approach however can be seen in my work with 
Mrs K.
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Mrs K was a fifty three year old woman who has suffered from pain 
all over her body for twenty five years. Being aware of the outcome 
studies recommending CBT as the treatment of choice for chronic 
pain (Thom, 2004) and the orientation advocated in the pain clinic I 
initially decided that a stmctured, eight week contract with a focus 
on Mrs K’s appraisals and behaviours related to her pain, which she 
had touched on in a pain management group programme, would 
probably be beneficial. However, as the sessions progressed Mrs K 
came to describe a long history of low self worth and what I felt was 
abusive relationships with her in-laws. Although Mrs. K was 
referred to the pain clinic for her physical difficulties it became 
apparent that these relationships had had a significant impact on Mrs 
K who had never previously spoken about her relationship with her 
husband or his family. It therefore felt very limiting to stick to the 
here and now focus advocated in pain management and more 
appropriate to allow enough space in the room for her to explore her 
feelings about these relationships.
Mrs K described how she had been bom in Bangladesh and was 
brought up as a strict Muslim. She had an arranged marriage when 
she was seventeen years old and was told that she must obey her 
husband at all times. She moved with her husband and his siblings 
to the U.K shortly after her marriage and described to me how she 
was told not to go outside and was ‘made to look after everyone’ 
and never had her needs considered. She said that her husband’s 
family treated her like a “slave” and that he encouraged it. She 
described her sisters in law as ‘very controlling’ towards her, for 
instance ’ordering’ her to stop breast feeding after a few months so 
that she could do more work around the house. Mrs K stated that she 
‘bottled up’ all her feelings and it seemed from what she said that 
this was a very isolated and unhappy time for her.
I began to realise that a more schema focused approach, with 
emphasis on the developmental origins of Mrs C’s pain would
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probably be more beneficial to her. By working collaboratively we 
came to the shared formulation that as a result of the cultural norms 
in Bangladesh, she had found it difficult to express her needs and 
desires and that her relationship with her husband and in-laws 
seemed to have ingrained her belief that she is not important and her 
needs are never met (‘defectiveness’ and ‘emotional deprivation’ 
schemas). The feeling that she is ‘defective’ and ‘inferior’ to others 
in addition to ‘deprivation of empathy’ seems to have resulted in 
Mrs K avoiding expressing her thoughts and feelings. She may 
therefore have expressed her unhappiness in the only acceptable 
way, which is through physical pain.
Having identified Mrs K’s early maladaptive schemas (EMS), I 
adopted a stance of ‘empathie confi*ontation’ (McGinn & Young, 
1996) to help her alter her view of herself. I used standard cognitive 
technique to challenge her schema driven thoughts and perceptions 
(e.g. looking for supportive and contradictory evidence to her 
schemas). Moreover, I incorporated experiential techniques in our 
work to encourage her to express her thoughts and feelings. For 
example Mrs K wrote a letter to her husband and sisters in law 
expressing how she felt about the way they treated her. By doing 
this she was able to recognise her husband and sisters in law role in 
the development of her EMS and thus feel less critical towards 
herself. She was also able to start expressing her feelings and needs 
by verbal rather than physical means for the first time in her life. 
Working .with Mrs K reinforced my belief that for most clients it is 
essential to look at their developmental history as a source of 
information for understanding and conceptualising their difficulties.
For most of my clients however, our work focused on coping 
mechanisms for pain such as pacing and relaxation. I found this 
work very restricting and did not feel I was gaining a satisfactory 
learning experience. Early in my placement I therefore decided to 
seize the opportunity for a second (additional) placement working in
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one of Her Majesty’s prisons. The prison is category C and is for 
male offenders aged 21 or above. I found working in this context 
fascinating and had to attend to aspects of the relationship that I had 
not had to consider in my other placements. For instance I had to 
wear prison keys and a rape alarm and lock and unlock the doors to 
the counselling area for my clients. This created an obvious power 
dynamic which I was conscious of trying to overcome in my work. 
Obviously this can not be overcome and through supervision I learnt 
to stay aware of issues of power and inequality whilst feeling more 
comfortable wearing the keys. I also realised that for most of the 
clients seeing staff with keys was a ‘normal’ occurrence.
This placement afforded me the luxury of not being restricted to any 
theoretical orientation, although my supervisor had a specific 
interest in Transactional Analysis and Object Relations. However, 
perhaps because of my preference for psychodynamic theory and 
practice I found myself working with an emphasis on object 
relations theory. Object relation theory hypothesises that we develop 
our internal structure by internalising our caregivers (as internal 
objects) which will influence our perceptions of other people and 
the world (Fairbaim, 1952; Winnicott, 1947, 1958). This proved 
invaluable in working with a client population where so many had 
experienced abusive caregivers or had been brought up in the care 
system and thus often had a rejecting or abusive internal object. 
Therefore, consistent with object relation theory, I tried to provide a 
relationship in which the client’s developmental shortcomings of 
their childhood could be worked through and a new, caring object 
could be internalised.
Before concluding this paper it is also essential to discuss 
supervision, personal therapy and my work with the division of 
counselling psychology, since all these experiences have played a 
role in my development as a counselling psychologist.
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Supervision
My experience of supervision in my first two years of training was 
very positive. My supervisors helped further my understanding of 
different theories as well as encouraged me to reflect on my 
practice. My supervisors provided me with a ‘safe space’ to explore, 
question and evaluate my work with clients and I felt comfortable in 
revealing and exploring parts of my self with them that may help 
them understand my work at that time. This was also true of my 
relationship with my supervisor at the prison, who was invaluable in 
furthering my understanding of working in that particular context as 
well as enabling me to engage in a continuous process of self 
reflection.
These positive experiences of supervision are in stark contrast to my 
experience of supervision in my third year placement at the pain 
clinic. Here I experienced my supervisor as judgemental towards 
clients and other members of staff which resulted in me being very 
cautious about revealing anything about myself in our supervision 
sessions for fear that she would judge me. I also found her highly 
anxious in her mannerisms which resulted in me feeling tense and 
vulnerable. Moreover, it did not feel a safe enough place for me to 
address this with her and I was therefore left holding these feelings 
until I could release them outside of my placement, primarily 
through physical exercise.
Although I found this a very difficult experience and did not feel 
supported in my development as a counselling psychologist I did 
find that it encouraged, if not necessitated, me to use and develop 
my own ‘internal supervisor’ (Casement, 1985) whereby I would 
reflect upon the content and process of therapy myself. Group 
supervision at University also proved an invaluable experience in 
this year, allowing me to feel contained as well as respected and 
encouraged to reflect on myself and my work. Experiencing a
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difficult supervisory relationship has actually made me value the 
importance of a supervisory relationship a lot more than I did before 
because I now know how difficult it is to work as a therapist feeling 
unsupported and uncontained.
Personal Therapy
Personal therapy allowed me, to some extent, to explore my own 
patterns of relating to myself and others through a respectful and 
caring relationship and has been invaluable in my ability to work 
effectively with clients. However, I feel that this exploration also 
operated in my personal relationships outside of therapy with 
fidends. In my relationship with my partner, I am constantly learning 
about, and increasing my understanding of, myself in relationship. 
In fact I feel that I learnt more about myself in these relationships 
than I did with my therapist, which at times I found very frustrating. 
Being in the client’s chair made me aware of how difficult it is to be 
honest about your innermost thoughts and feelings regarding the 
therapeutic relationship as I never really talked to my therapist about 
my frustrations and she did not address the dynamics of our 
relationship. This has possibly made me more focused on the 
interpersonal nature of the therapeutic relationship and the 
importance of attending to the negative as well as positive aspects of 
this relationship.
Working with the BPS
Working with the BPS has also played a key role in my professional 
development. Towards the end of my second year of training I 
decided to join the divisional committee for counselling psychology 
as the Course Route Trainee Representative as well as being one of 
three trainee representatives on the sub-committee for conference. 
This work enabled me to develop my sense of identity as a 
counselling psychologist in an arena other than university and
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placements. It exposed me to the wider political struggles faced by 
counselling psychology as a profession, such as the implications of 
joining the Health Professions Council and the potential 
consequences of Agenda for Change (to name but a few).
I also enjoyed and was inspired by working alongside chartered 
counselling psychologists in helping to organise the Counselling 
Psychology 2005 conference, which was part of the BPS 
quinquennial conference. It exposed me to the various hats that 
counselling psychologists can wear and allowed me to develop an 
identity as a counselling psychologist that was not just limited to 
clinical practice.
Concluding Remarks
I probably embarked on my training as a counselling psychologist 
thinking that after three years I would have ‘all the answers’ and 
have learnt everything I needed to know about being a counselling 
psychologist. Although it is scary and daunting not to have all the 
answers I now agree with a colleague when she said to me ‘if you 
think you know everything about being a therapist then it’s time to 
leave the profession’. What I love about being a therapist is that it 
demands of us to be in a state of ‘becoming’ (Bion, 1975) and I 
believe that after three years of training I have solid foundations in 
which my professional development can build upon.
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RESEARCH DOSSIER
Introduction to the Research Dossier
This dossier contains a literature review, one qualitative piece of 
research and one quantitative piece of research. The literature 
review offers a critical examination of posttraumatic growth 
following bereavement by suicide. The second paper is a qualitative 
piece of research which employed interpretative phenomenological 
analysis to explore the implications of losing a child to suicide for 
maternal identity. Finally, the third paper is an empirical study 
investigating the effect of cause of death on psychologists’ and a 
community sample’s attitude towards a mother bereaved by suicide 
compared to accident.
As highlighted in the statement of anonymity, all potential 
identifying information related to research participants have been 
changed or omitted in order to protect confidentiality.
Year One Research:
A Critical Examination of Posttraumatic Growth 
Following Bereavement by Suicide
Abstract
Traumatic events are said to make individuals question life 
assumptions. This questioning process has been linked with 
posttraumatic growth. Factors which affect the likelihood of 
posttraumatic growth occurring include the severity of the event; the 
level of social and family support; the ability to see a reason for why 
the crisis happened; the ability to remind oneself of the benefits that 
have occurred post crisis and the ability to form a new life narrative. 
Bereavement theorists have begun to acknowledge the possibility 
that the grieving process may have beneficial effects on the 
individual. However, individuals bereaved through suicide have 
been shown to exhibit greater levels of anger, blame, guilt and 
feelings of responsibility; have more intrusive images; question their 
identity more and receive less support compared to non-suicidal 
bereaved individuals. This article draws upon research papers that 
have examined the effects of bereavement through suicide in an 
attempt to apply one of the most traumatic bereavements to the 
posttraumatic growth literature. The article concludes by outlining 
clinical and research implications of suicide bereavement and 
posttraumatic growth.
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Introduction
Since the introduction of Posttraumatic Stress Disorder (PTSD) as a 
major diagnostic category in the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-III-American Psychiatric Association, 
[APA], 1980) the question of which events should be considered 
traumatic stressors has been hotly debated (March, 1993). Changes 
to the PTSD diagnosis in the current version of DSM has widened 
the scope of the category of stressors that may result in PTSD to 
include “learning about unexpected or violent death...experienced 
by a family member or other close associate” (DSM-IV-APA, 1994, 
p. 424). As a result, the death of another person fell into the 
category of potentially traumatic events.
Most research to date has focused on the negative outcomes 
following trauma. People going through a life crisis experience 
painful emotional reactions and often severe psychological effects 
(Avison & Gotlib, 1994). Stress increases one’s vulnerability to 
physical illness (Cohen, Tyrell & Smith, 1993) and has been 
associated with psychiatric disorders (Raphael, 1983), PTSD 
(Ursano, Fullerton, Kao & Bharitiya, 1995) and even increased 
mortality rates (Bowling, 1987). Although the research into the 
negative effects of trauma is undoubtedly essential, the trauma 
literature has recently received criticism for placing too great an 
emphasis on psychopathology, largely ignoring the mechanisms that 
result in successful adaptation (Joseph, Williams & Jule, 1993).
Many people have been shown to be remarkably resilient in the face 
of adversity. Methodologically advanced studies have shown that 
the majority of people exposed to severe stressors, including combat 
(Levenson, Aldwin, & Yankura, 1998), nuclear accidents (Baum, 
1987), and disasters (Hartsough & Myers, 1985), do not develop 
chronic PTSD. Some bereavement theorists have also begun to 
acknowledge the possibility that the grieving process may have
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beneficial effects upon the individual, including personal growth 
(Cassem, 1975; Craig, 1977; Schneider, 1989).
This paper explores the nature of grief following suicide 
bereavement and attempts to answer the question of whether 
individuals who experience bereavement through suicide can 
experience posttraumatic growth. In attempting to answer such a 
question, this paper will seek to define, examine some of the models 
of and review the factors associated with posttraumatic growth.
Suicide bereavement
The term “survivor” (either prefaced by “suicide” or as a stand­
alone term) is a widely accepted one and is used to denote those 
who have experienced a death of someone that they care about 
through suicide (Smolin & Guinan, 1993). As a stand-alone term it 
has been used to identify people who have also ‘survived’ other 
major traumas.
Until recently survivors have been largely ignored within the field 
of suicidology and there is still little empirically based knowledge 
regarding the description of their grief experiences and ways in 
which it may differ from and be similar to that of individuals 
bereaved by means other than suicide (McIntosh, 1993).
The lack of research into the experiences of suicide survivors is 
alarming considering that each suicide is said to affect at least six 
other people and based on over 67,500 individuals committing 
suicide in the U.K between 1991 and 2001, there is on average 
40,500 survivors every year in the U.K (statistics provided by the 
Samaritans, U.K).
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Grief responses in suicide bereavement.
The suggestion that grief reactions are influenced by the mode of 
death of the deceased has received support (Rando, 1993). Grief 
following suicide, though sharing much in common with grief after 
other modes of death, does appear to have several features that 
distinguish it from the grief following non-suicidal death (Barrett & 
Scott, 1990; Colt, 1991; Farberow, 1991; Miles & Demi, 1992), 
although there are divergent findings and conclusions in the 
literature (Bailley et al., 1999).
Most people experience some form of shock after bereavement. 
However, suicide survivors are often seen to remain in a state of 
numbness for far longer than other bereaved people (Wertheimer,
1991). Anger is also a common feature highlighted in the 
bereavement literature. Lukas and Seiden (1987) suggest that, with 
suicide, anger can result from the feelings of being rejected, 
abandoned and accused. Due to the deliberate nature of suicide, 
anger may be focused on the deceased for feelings of having been 
wilfully deserted by them. Many people blame themselves after 
suicide bereavement, often resulting in feelings of intense guilt. 
Although guilt is commonly experienced after any bereavement, it 
appears to occur in suicide survivors more frequently, for a longer 
period of time and with greater intensity (Calhoun, Selby & Selby, 
1982). Bailley, Krai and Dunham (1999) found that feelings of 
responsibility, which often precipitate feelings of guilt, were the 
most common aspect of grief for suicide survivors and yet the 
second most infrequently reported reaction among non-suicidally 
bereaved people.
Intrusive images are also recognised as an emotional response to 
bereavement. Van der Wal (1990) found that people commonly 
experience intrusive thoughts and avoidance reactions-characteristic 
symptoms of PTSD-following the suicide of a close relative or
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friend. Kaltman and Bonanno (2001) found that violent deaths 
(including suicide, homicide and accidental deaths) resulted in the 
presence of PTSD symptoms and thus may contribute to a more 
severe grief response. This was supported in Kaltman and 
Bonanno’s (2003) study of spousal bereavement by violent death. 
However Brent et al. (1996) examined both siblings and parents of 
adolescents who had committed suicide, as well as matched non­
bereaved controls. Neither parents nor siblings were shown to be at 
an increased risk for developing PTSD symptoms compared to 
matched non-bereaved controls over the 3 year course of the study. 
Future research is needed to clarify this discrepancy.
Changes may occur in identity following bereavement. These 
changes will, of course, depend upon the relationship with the 
deceased. The family helps to shape our sense of identity 
(Wertheimer, 1991). This identity is often challenged through 
suicide bereavement. A parent may have self-doubt about their role 
as a mother or father. Lukas and Seiden (1987) believe that self 
doubt as a parent may lead to a ‘parental identity crisis’ which can 
spill over and affect their relationship with surviving children.
The impact of bereavement on health can be profound (Schuchter & 
Zisook, 1993). Increased alcohol, tobacco and medication use often 
follows bereavement. Rudestam (1977) stated that many of the 
suicide survivors in his study had increased their smoking, took 
more medication and experienced sleep difficulty shortly after the 
death. Brent et al. (1992) believe that suicide bereavement poses a 
great threat to mental health and that suicide survivors more 
frequently experience suicidal feelings themselves. Farberow, 
Gallegher-Thompson, Gilewski and Thompson’s (1992) 
longitudinal study found that, two and half years after the death, 
both natural and suicide bereavement groups had improved in their 
mental health but suicide survivors were still showing higher levels
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of psychological distress than the natural death group. We need 
more longitudinal studies to assess long term changes.
The involvement of others, usually strangers in the case of suicide, 
can impinge on the grieving of survivors. Police and coroners are 
often involved and can have a great effect on survivors. Richman 
(1984) believes that what happens to survivors in the period 
immediately following the death can be crucial in determining how 
well they will cope with the bereavement. In the largest British 
study of bereavement following suicide, Harwood, Hawton, Hope 
and Jacoby (2002) found that 40% of participants reported distress 
caused by the involvement of the media and that the same number 
reported difficulties with the coroner’s office.
Following any bereavement, there can be self perceptions of 
helplessness, inadequacy and incapacity. As time goes on, however, 
there is often an evolving sense of strength, autonomy and 
independence as a result of mastering the difficulties that 
bereavement brings with survivors often seeing themselves as 
becoming more compassionate, patient, balanced and flexible 
(Shuchter & Zisook, 1993). This then poses the question of whether 
individuals who have experienced suicide bereavement could, 
alongside the indisputable negative affects, also experience positive 
outcomes.
Posttraumatic growth (PTG)
The experience of personal growth has been represented by diverse 
disciplines, including various writings in philosophy, religion, and 
especially psychology. In Britain, the March 2003 issue of The 
Psychologist (the publication of the British Psychological Society) 
was devoted to positive psychology. Seligman (2003) stated that 
positive psychology is a science and practice of positive traits and
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positive states and that “happiness and well-being are the desired 
outcomes of positive psychology” (p. 127).
Individuals have reported at least some good emerging from traumas 
as diverse as bereavement (Calhoun & Tedeschi, 1989); cancer 
(Cordova et al. 2001); HIV infection (Schwartzberg, 1994) and heart 
attacks (Affleck, Tennen Croog & Levine, 1987). Experiencing 
positive outcomes following trauma has also been termed ‘thriving’ 
(O’Leary & Ickovics, 1995), ‘quantum change’ (Miller & C’deBaca,
1994) and ‘transformational coping’ (Aldwin, 1994). The term 
‘posttraumatic growth (PTG)’ (Tedeschi & Calhoun, 1995) has been 
adopted for use in this paper as it is often used to describe the 
experience of development following bereavement.
Definition o f PTG
Research has shown that people often emerge from a crisis with new 
coping skills, closer relationships with family, deeper friendships 
and a richer appreciation for life (Schaefer & Moos, 1992). 
Interviews with people who have experienced a traumatic event, 
such as cancer patients and accident victims, have shown that 
statements such as “it was the best thing that ever happened” are not 
uncommon (Aldwin, 1994; O’Leary & Ickovics, 1995).
According to Schaefer and Moos, bereavement presents many 
challenges which can bring about a “personal metamorphosis” 
(1992; p i05) in terms of changed perspectives, new skills and 
improved relationships. There are several other ways that 
posttraumatic growth can manifest itself including greater empathy, 
better understanding of oneself, greater wisdom, new life priorities, 
setting new goals and finding more meaning in life (Nerken, 1993; 
O’Leary & Ickovics, 1995; Tedeschi & Calhoun, 1995). Kessler 
(1987) interviewed bereaved individuals and found that many of 
them reported finding new strength, greater independence.
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becoming emotionally stronger, more compassionate and more 
purposeful. These manifestations are described in more detail when 
discussing ‘benefit-reminding’ as a determinant of posttraumatic 
growth.
However some researchers are sceptical of the validity of victims’ 
reports of PTG, suggesting that if PTG is assessed in the early stages 
of a crisis, positive reports might reflect the denial often seen at this 
time (Janoff-Bulman, 1992). Taylor and Brown (1988) suggest that 
positive illusions are most evident during a severe stressor, when a 
situation is evaluated as threatening and important. A proportion of 
researchers believe that it is impossible to take reports of PTG at 
face value. This is a contentious issue in the field of PTG and one 
that can hopefully be resolved through attempting to validate self- 
report measures of PTG by methods such as corroborating reports 
from significant others or comparing reports of PTG to more 
established questionnaires before and after a crisis (Cohen, Hettler 
& Pane, 2000).
Assuming that PTG is a viable construct, an important question is 
whether it is possible for all traumas to result in PTG? A wide 
variety of events have been reported to act as springboards to PTG 
(Calhoun & Tedeschi, 1998) but it is unclear the degree to which 
certain events are more likely to produce growth than others. In an 
attempt to address this question, one needs to look at how PTG is 
said to come about.
The catalyst for change: Theories o f why posttraumatic growth 
happens.
Several theories have been proposed to explain the positive effects 
that people report from stressful life events, such as Horowitz’s 
(1986) theory of stress response and Janoff-Bulman’s (1992) 
assumptive world theory. This is by no means an exhaustive list of
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the models addressing change: consult the paper by O’Leary, Alday, 
and Ickovics (1998) for a more extensive review.
Horowitz’s (1986) Theory o f Stress Response
Horowitz (1986) proposed two types of stress response, the first 
involving intrusive cognitive repetitions of the trauma. These 
intrusions are essentially negative and thus Horowitz proposed a 
second response, which is initiated in order to reduce the intensity of 
these intrusions, comprising ideational denial, emotional numbness 
and deliberate avoidance of reminders. The process of adjustment 
to trauma is said to be complete when there is a “resolution of 
differences between new information and enduring mental models” 
(Horowitz, 1986, p.95).
Horowitz (1986) argues that the intrusive recollections are an 
essential part of the psychological adaptation process. He believes 
that they can facilitate modifications of thinking, revisions of 
schemas and generation of new solutions. The working through 
phase involves a prolonged alternation of denial and intrusion, with 
gradual decreases in the intensity of responding.
Intrusive images are recognised as an emotional response to 
bereavement. Van der Wal (1990) found that people commonly 
experience intrusive thoughts and avoidance reactions following the 
suicide of a close friend or relative. It is questionable whether one 
can so easily move into the working through stage. Kaltman and 
Bonanno (2001) found that violent deaths (suicide, homicide, and 
accidental deaths) resulted in the presence of PTSD symptoms 
which contributed to a more severe trauma response.
However, the conditions proposed by Horowitz for PTG to occur 
suggest that suicide bereavement could result in PTG. Horowitz’s
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(1986) work on schema revision has formed the groundwork for 
many subsequent theories.
Janoff-Bulman’s (1992) Assumptive World Theory
This theory is based on the premise of cognitive schemas. The 
theory posits that individuals’ functioning is guided by deeply held 
assumptions about the self and the world. All experiences are made 
to try and fit into our existing schemas; revision of core beliefs will 
only occur as a last resort. The theory is based around an individual 
holding three core assumptions: 1. the world is benevolent; 2. the 
world is meaningful; and 3. the self is worthy.
The ‘benevolent world’ schema holds the assumptions that other 
people are trustworthy, reliable and moral and that misfortune 
occurs infrequently. Interpersonal victimisation forces confrontation 
with personal vulnerability and the malevolence of other people. 
The literature suggests that bereavement does not involve any 
breach of interpersonal trust (Schwartzberg & Janoff-Bulman,
1991). This seems to highlight how neglected suicide bereavement 
is within the literature. Lukas and Seiden, (1987) believe that many 
suicide survivors have feelings of being hurt and abandoned by the 
person who committed suicide and thus may question the 
benevolence of people. Lukas and Seiden (1987) suggest that many 
suicide survivors think ‘they can’t trust their world and the people in 
it to treat them fairly again’ (p.38).
The ‘meaningful world’ schema contains the assumptions that 
events are predictable and unfold according to set rules. Many 
crises shatter this assumption, not least of which is having someone 
kill themselves, which, as Parkes (1986) pointed out, ‘undermines 
one’s faith in the world as an ordered and secure place’. The 
‘worthy self schema contains three self-evaluative dimensions; self­
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worth, self-controllability, and luck. This schema is related more 
with personal attributes than event characteristics.
The theory proposes that life crises can contradict the assumptions 
of self worth, benevolence and meaning. Characteristies of the 
trauma are presumed to affect which assumptions are threatened. It 
seems apparent that the benevolent and meaninghil world sehemas 
eould both be shattered in the ease of suicide bereavement. The 
eoping task faced by survivors is to revise their world views in order 
to accommodate the trauma. Healthy adaptation is said to involve 
the development of a new perspective.
Janoff Bulman’s (1992) theory gives a useful conceptualisation of 
the processes involved in trauma, being able to account for 
variability in trauma responses among individuals. If one’s schemas 
are shattered then this can feasibly lead to PTG, thus individuals 
bereaved through suicide eould feasibly experience PTG. However, 
one needs to be mindful that the initial schema eonceptualisation 
identified by Bulman (1992) will not neeessarily be the place that all 
survivors will start from. Moreover, whilst schema shattering may 
lead to PTG it seems logical to assume that it may also lead to post 
traumatic distress.
Determinants o f posttraumatic growth
Given that the conditions of a trauma are enough to allow for the 
possibility of PTG, what then are the variables that determine 
whether individuals will fulfil the potential for PTG? Psychologists 
have recently begun investigating how some individuals appear to 
avoid the negative consequences of traumatic or sudden life 
changes.
A question that has not been readily addressed in the literature is 
whether experiencing a bereavement through suicide can be applied
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to other bereavements (in which it has been shown that a proportion 
of people do experience PTG) or are the factors associated with 
suicide bereavement so different that it is almost impossible for an 
individual to experience growth? In order to address this question, 
this paper will look at event-related factors, social and family 
support and meaning making as processes involved in PTG.
Event-related factors
Event-related factors have been briefly eonsidered when looking at 
the context for successful adaptation and growth. It has been 
reported that the characteristics of the traumatic event may affeet 
whether people develop positive or negative eonsequences 
(Updegraff & Taylor, 2000). Schaefer and Moos (1992) found that 
terminal illness of longer duration allowed spouses the time to 
prepare for the death and resulted in better, post-bereavement 
outcomes. At first glance, one may think that, by their nature it is 
diffieult to anticipate and prepare for suicide deaths. However, 
according to Cleiren (1992), 50 per cent of suicides have been 
anticipated and thus concludes that we should not expect all to be 
equally traumatic.
The severity of the life erisis appears to be related to greater risk for 
depression (Frank, Tu, Anderson & Reynolds, 1996; Kindler, 
Karkowski & Prescott, 1998), anxiety (Kindler et al., 1998), and 
PTSD (Yehuda, Southwick & Giller, 1992). It has been noted that 
suicide bereavement poses a great threat to mental health (Brent et 
al., 1992), including the presence of PTSD symptoms (Kaltman & 
Bonanno, 2001). However, greater severity also appears to be 
related to increased reports of stress related growth (McMillen, 
Smith & Fisher, 1997).
Updegraff and Taylor (2000) claim that the more an event disrupts a 
person’s life, the more potential it has to change the person, whieh
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fits in with the shattered assumptions model of Janoff-Bulman 
(1992). Carver and Scheier (1999) suggest that moderate levels of 
stress may be disruptive enough to elicit change and eontrollable 
enough for the person to gain some benefit. This area of PTG needs 
further researeh to answer how stress related growth occurs over 
time and exaetly how stressful the event related factors need to be in 
order to achieve this.
It has been noted that PTG may be less likely following large seale 
disasters that affect families and communities and thus deplete the 
families’ and communities’ ability to provide support (Schaefer & 
Moos, 1992). These characteristics could be equally applied to 
suieide bereavement. When the means of death was suicide, 
survivors commonly find that they have less soeial support than 
other bereaved people (Bailley, Krai & Dunham, 1999), and family 
members may blame each other for their role in causing the person 
to commit suicide (Wertheimer, 1991).
Social and family support
It is often noted that people who suffer a more devastating life crisis 
may experience more positive outcomes beeause it triggers an 
outpouring of support from others (Kaniasty & Norris, 1995). By 
affecting coping behaviour and encouraging successful adaptation to 
trauma, social resources may provide a facilitative context for 
personal growth. According to Zemore and Shepel (1989), women 
with breast eancer developed greater self-esteem when receiving 
soeial support. However, research suggests that this is seemingly not 
the case for suicide survivors. The stigmatizing nature of suicidal 
death has been widely acknowledged. One of the main findings 
from Harwood, Hawton, Hope and Jacoby’s (2002) study of suicide 
bereaved individuals was that survivors scored higher than the 
control group (of people bereaved not by suicide) on feelings of
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stigmatization, shame and rejection. Explicit and quantified 
information on the level of social rejection is, however, limited.
Social isolation and a lack of social support have been suggested as 
eharacteristic of suicidal deaths and may arise from others believing 
that the survivors in some way are blameworthy (Danto, 1977). 
Results from a study of survivors of suieide grief reactions (Bailley, 
Krai & Dunham, 1999) suggest that issues of perceived 
stigmatization and feelings of shame set them apart from those who 
mourn non-suieidal deaths. Even close fiiends have been reported to 
avoid those bereaved through suicide (Hatton & Valente, 1981). 
Calhoun, Selby and Faulstieh (1980) suggested that such negative 
reactions from other people may enhance the psychological stress of 
those bereaved by suicide.
Most research has dealt with the bereaved person as an individual 
and ignored the eontext in whieh the person grieves (Ponsetti,
1992). The family can also be a crucial support mechanism 
following a trauma. A stable and cohesive family has been cited as 
a critical stress-resistance factor that may enable individuals to 
confront trauma and prosper in its aftermath (Sehaefer & Moos,
1992). Grummon, Rigby, Orr and Procidano (1994) found that 
individuals with AIDS who had more family support experienced 
better psychological adjustment.
However, the idiosyncratic grief reaction displayed by different 
individuals within the family ean make the resolution of grief by the 
family group especially difficult (Ponzetti, 1992). This may be 
partieularly true for suieide bereavement, which has been described 
as the most diffieult bereavement erisis for any family to faee and 
resolve in an effective manner (Wertheimer, 1991). The impaet of a 
suicide on individual survivors may be such that family members 
are unable to offer one another support. Individual family members
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may be worried about showing their grief for fear that the other 
members of the family will feel overwhelmed (Hilderbrand, 1989).
It has been reported that some families may seek to avoid 
eompletely any pain and distress and thus any mention of the 
manner of death will be taboo (Pincus & Dare, 1978). Alternatively 
Bailley, Krai and Dunham (1999) have highlighted how some 
families re-write the mode of death to try and remove the source of 
pain. Both of these tactics can lead to very tense family relationships 
and, at the extreme, family relationships can be severed completely. 
This is especially the case when one member of the family wants to 
talk about what happened and the others do not.
For those bereaved by suicide, family and social support seem to be 
scarce and thus they may need to look within themselves in order to 
obtain any positive outcomes. The personal resouree mentioned by 
most theorists (in both the growth literature and bereavement 
literature) whieh is crucial for successful adaptation to trauma is 
meaning-making. The postulated centrality of meaning making in so 
many theories of post traumatic growth suggests that further 
exploration of this concept may be fruitful. For this reason, this 
paper considers in some detail the processes involved in meaning 
making through crisis and examines whether it is possible to find 
meaning after suicide bereavement and thus have a greater chanee 
for experiencing PTG.
Meaning-making.
Meaning is said to be essential to human existence (Frankl, 1962; 
Landsman, 2002). It is suggested that the reaetions of the bereaved 
are said to largely depend on the meaning that they give to the loss 
(Stroebe & Schut, 2001). ‘Meaning’, although a vague eoneept, is
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generally referred to as the effort one takes to understand the event, 
why it happened and what impaet it has had.
Finding meaning is not a task confronted only by people who are 
suffering, although numerous theorists have emphasised the 
importance of finding meaning in adversity (Affleck, Tennen & 
Rowe, 1991; Affleck & Tennen, 1996; Frankl, 1962, 1986; Moos & 
Tsu, 1977; Silver & Wortman, 1980). The general suggestion seems 
to be that when a life crisis is perceived as meaningful, it appears 
less severe to the person who has experienced it. After surviving a 
Nazi concentration camp, Frankl (1962) wrote, “Suffering ceases to 
be suffering in some way at the moment it finds a meaning” (p. 
115.)
Achieving an understanding and sense of meaning in loss is said to 
be an essential part of grief work (Miles & Crandall, 1983; Stroebe 
& Strobe, 1987; Schuchter & Zisook, 1993). This is believed to 
oecur by translating thoughts and feelings about the death into 
eognitions that are aeceptable to the bereaved, achieved through 
refleetion (Fleming & Robinson, 1991).
Janoff-Bulman and Frantz (1997) proposed the framework of 
meaning-as-comprehensibility and meaning-as-significanee to 
address finding meaning following traumatic events. The first 
conceptualisation refers to sense-making and the latter refers to 
whether something has worth or value. Aceording to Murphy, 
Johnson and Lohan (2003), in traumatic death bereavement the 
survivor wants to believe there is something that they could ha\ c 
done, which minimizes the threat of eontinued meaninglessness. 
Eventually meaning begins to centre on questions of value and 
significanee in daily living.
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The search for meaning-as-comprehensibility involves the need to 
understand why a crisis happened and the impact it has caused 
(Taylor, 1983). Taylor (1983) argues that by understanding the 
cause of the crisis individuals can begin to understand the 
significanee of the event and its symbolic meaning.
Meaning-making by searching for an explanation
If someone who has been through a trauma can answer the question 
of ‘why’ it happened this can usually preserve the assumptions of 
the world that had guided their lives before the crisis (Janoff- 
Bulman, 1989). Parkes and Weiss (1983) argued that bereaved 
widows must establish a rationale for their loss and make sense of it 
if they are to recover sueeessfiilly. Suicide can seem a particularly 
meaningless act and suicide survivors have reported feeling that the 
death was a senseless and wasteful loss of life (Bailley, Krai & 
Dunham, 1999).
One of the most common reactions to suicide is the endless search 
for ‘why’ (Hauser, 1987). Bailley, Krai and Dunham (1999) 
reported that suicide survivors searehed for an explanation for the 
death more frequently than non-suicide bereaved individuals. 
Murphy, Johnson and Lohan (2003) looked at parents’ personal 
narratives after the violent death of their child. Seeking information 
and explanations about the death was a major theme in most 
parents’ nairatives, some of which read, “The poliee said it was 
suicide. Suieide implies intent. Was there?”; “They said he died
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instantly. Did he?”; “What really happened? I wish M ... was here to 
tell me her own story” (in Murphy, Johnson & Lohan, 2003, p.393).
Trying to understand why someone has eommitted suicide can 
preoccupy survivors for months or even years (Wertheimer, 1991). 
Perhaps the only way survivors can resolve this issue and move 
forward is for them to acknowledge that they will never have all the 
answers, for the causes of any suicidal event can never be fully 
fathomed (Shneidman, 1982). As one suicide survivor, in Murphy, 
Johnson and Lohan’s (2003) study, stated “suicide seems a 
bottomless pit without any real answers.”(p.396)
The meaning that religion offers in the faee of crises is often applied 
to the traumatic events themselves. The events are often interpreted 
as being part of God’s motives, especially in times of bereavement 
(Pargament, 1990). McIntosh, Silver and Wortman (1993) found 
that, in their sample of parents eoping with the loss of a child to 
sudden infant death syndrome, stronger religious beliefs related to 
parents’ ability to make sense of their loss. In a prospective and 
longitudinal study, Davis, Nolen-Hoeksema and Larson (1998) also 
found that bereaved respondents who, prior to the loss, reported 
having religious beliefs were more likely to have made sense of the 
loss. By eomprehending events as ‘God’s will’, people may be 
implicitly minimizing the dramatic effects of the erisis by 
incorporating them into something much larger and as such are 
given meaning that is universal and enduring (Tedeschi & Calhoun,
1995).
However, Henslin (1970) investigated suicide survivors’ search for 
an understanding of their loved one’s suieide and found that.
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because suicide cannot be attributed to ‘God’s will’, they instead 
searched their lives, especially their interactions with the deceased, 
in an attempt to analyse their role in the suicide. Sheskin and 
Wallace (1976) observed that, although those widowed through 
accidental or natural deaths also looked at their interactions with the 
deceased, their searches were less solitary, less intense and more 
easily resolved than those of people bereaved through suicide.
Survivors who already have a strong religious belief, rather than 
turning to it for support, may be desperately looking for reassurance 
that their relative has not committed an unforgivable sin 
(Wertheimer, 1991). More research seems necessary before any 
firm conclusions can be drawn, although it would seem that religion 
may bring up additional questions in the suicide survivor and thus 
their meaning-as-comprehensibility may not be found. However 
they may still be able to find a meaning-as-signifieanee component 
(Janoff-Bulman & Frantz, 1997).
Meaning-making by looking for benefits
Finding benefit in trauma represents one of the most frequently cited 
notions of meaning (Davis, Nolen-Hoeksema & Larson, 1998). 
Looking at ways one has benefited can help a person continue to 
believe that they are worthy of good things and that good things ean 
still happen to them, Affleck and Tennen (1996) called this ‘benefit 
reminding’. Learning about one’s strength in the face of adversity or 
gaining insight into the meaning of life or the importance of 
relationships may help to defend against the feelings of loss or 
hopelessness at the death of a loved one (Davis, Nolen-Hoeksema & 
Larson, 1998).
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Schaefer and Moos (1992) identified three general categories of 
benefits following trauma: enhanced soeial resources, enhanced 
personal resources and the development of new coping skills. 
Enhanced social resources, as discussed previously, are often void 
for suicide survivors. Formation of new support networks, however, 
may be possible if the survivor attends a specific suicide 
bereavement support group. It has been found some that suicide 
survivors find support groups very helpful (Battle, 1984). In general, 
however, this category of benefit finding seems to be questionable 
when individuals have experienced a bereavement through suicide.
The second type of positive outcome identified by Schaefer and 
Moos (1992) is ‘enhanced personal resources’. This includes self- 
reliance, increased empathy, altruism and maturity and changes in 
basic values. Gaining new insights into the meaning of life and re­
ordering one’s values and priorities can occur following trauma. 
Murphy, Johnson, and Lohan (2003) found that their participants 
frequently spoke about this aspect of their lives following the 
violent death of their child; an extract from one participant read, 
“Life is to be lived as precious. Enjoy each day as it is your last.” 
(p.394). In Maslow’s study of self-actualised individuals, he 
reported that “the most important learning experiences reported to 
me by my subjects were single life experiences such as tragedies, 
deaths, traumata.. .which forced change in the life-outlook of the 
person and consequently in everything that he did” (1995; p.23). 
This has been reported in traumas such as rape (Frazier, Conlon & 
Glaser, 2001) but has not been addressed in bereavement through 
suicide. This is an essential aspect for future research to address.
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A benefit often cited in the trauma literature is that of increased self- 
reliance. Reports such as, “I am very happy to find out that I am a 
very strong person” (Taylor, 1983, p. 1163) are not uneommon. 
Oljenbruns’ (1991) study of adolescent grief experience found that 
53% of respondents reported the development of emotional strength. 
Many suieide survivors have the feeling that if they can cope with 
this and survive, then they could cope with anything (Wertheimer, 
1991). Kast (1988) suggests that recovery following suicide 
bereavernent is often dependant on whether the survivor is able to 
see the possible gains, including the fact that sometimes what was 
never achieved in the relationship can be gained elsewhere.
Another benefit that is often cited following life crises is a 
development of a deeper understanding and empathy for others who 
have been through trauma. Oljenbruns (1991) found that 47% of his 
sample of adolescents who had been bereaved reported increased 
empathy for others. Murphy, Johnson and Lohan reported one of 
their participants saying, “I have more compassion now” (2003; 
p.394) following the violent death of their child and another stated 
“I now reach out to other bereaved people” (p.394). It is not unusual 
for suicide survivors to become involved in bereavement support 
activities as a direct result of their loss due to their feelings of 
increased empathy with others’ distress (Raphael, 1985).
The third category of benefit that was identified by Sehaefer and 
Moos (1992) was the ‘development of new coping skills’. Coping 
skills that were developed to see the person through their crisis may 
prove to be useful resources for everyday life or future life crises. 
However, the validity of this category is questionable. In . 
Oljenbruns’ (1991) study, only nine per cent of respondents reported 
enhanced problem solving skills. There is no research to suggest
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that adaptive eoping skills are learnt by suicide survivors, and future 
research should address this issue.
Meaning -making by building a naiTative
Creating a narrative organises life events and experiences into a 
coherent, ever evolving life story which is said to help an individual 
understand and respond adaptively to life events (Neimeyer & 
Stewart, 1996). Some regard narrative to be the fundamental way in 
which life experiences are organised meaningfully over time 
(Atkinson, 1995; Bruner, 1986; Sarbin, 1986). Tragic loss is said to 
challenge the intelligibility of previously adequate self-narratives 
and call for the development of new narrative forms (Neimeyer, 
2000a).
According to Neimeyer et al. (2002), narratives must bridge the past 
with the present. This ean be seen in a unique document, provided 
by Neimeyer et al. (2002), consisting of one father’s personal diary 
following the suicidal death of his son. In his diaiy, Neimeyer et al. 
(2002) point out that Luis Alberto (the father) “began his own 
reconstruction in the light of constructivist psychology, which 
helped him to leave the deep pit in whieh he had been immersed for 
almost two years of his life”(p.42). Luis Alberto concludes his 
reflective diary by considering what he has learnt about life 
following his son’s suicide. According to Neimeyer et al. (2002) the 
narrative repair exemplified in the father’s reconstructive process 
consisted of finding a new guiding theme for his life and his 
identity. The emerging narrative focused on a newly found sense of 
“spirituality, love, intellectuality, creative strength, and sociability” 
(p.42), allowing Luis Alberto to become aware that there is more to 
life than his previous values of soeial and professional success.
A constructivist perspective on meaning reconstruction is a 
promising approach to understanding the breakdown in the
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assumptive world occasioned by loss. Faced with profound 
invalidation of self-narratives and associated sense of identity 
following traumatic loss, people struggle to attribute sense and value 
to tragedy and reeonstruct a new and viable sense of ourselves as 
protagonists.
For over twenty years Harvey et al. (2000) have been developing an 
aecount model of how people cope with severe stressors. Initial 
work on this model (Harvey, Weber, Galvin, Huszti, & Garwood, 
1986; Harvey, Wells & Alvarez, 1978) suggested that when people 
try to explain what has happened in their lives, they tend to do it in 
story-like terms rather than by using unrelated attributions. This 
story-like construction was defined as an aeeount. Harvey et al. 
(2000) view accounts as involving interpretative comments, 
description and various other material. The aecount making and 
confiding model posits that not only in personal, private work on 
one’s story will an individual assimilate different stressors and 
losses but also in public social interaction where the individual will 
need to confide his or her story to close others over time.
The social interaction part of the model is as crucial as the act of 
creating and working on a story (Harvey et al., 2000). This idea 
resides in Walter’s (1996) model of grief in which he argues that 
rather than disengaging and leaving the deceased behind, the object 
of grief is to construct a durable biography of the deceased by 
engaging in conversation about the deceased which takes place with 
others who new the deceased. This enables the deceased to be 
integrated into the lives of the bereaved. This is clearly in line with 
the narrative constructions of loss.
Harvey et al. (2000) view account making as a life long process. 
They go against the belief that people ‘get over’ major losses, as 
implied in many stage models of grief. Rather they believe that 
losses become part of who we are. In fact the logic of the account-
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making and confiding model parallels the arguments presented by 
Neimeyer, Keesee and Fortner (2000) about the limits of stage 
models as metaphors for how people best deal with major loss. 
Contemporary models are more in line with the account making 
models. For instance, in Worden’s (1991) model of grief, 
individuals are said to emotionally relocate the deceased within their 
lives and Rando’s (1993) process of mourning asserts that the 
bereaved readjust to a new world but never forget the old. There is 
now a greater understanding that maintaining symbolic connection 
with the deceased can assist rather than hinder the process of 
adaptation (Hagman, 2001). The account making and confiding 
model posits that people work in their accounts and their confiding 
to find or create new meanings out of losses. It is suggested that this 
effort is often associated with hope and broader goals for 
themselves.
It has been shown that if the social interaction experience is 
discouraging for the story teller, in the sense that they feel they are 
being blamed or rejected, it may impede adaptation to the stressor 
(Harvey, Orbuch, Chwalisz & Garwood, 1991). Harvey et al.’s 
(2000) model suggests that the account maker must have confidence 
in the confidant’s ability to listen and care and be a dependable 
friend. Considering the research on social support for suicide 
survivors, this may have serious implications for their ability to 
construct an account of loss in which they can adapt to their trauma.
Account making is a socially constructed aet of eoping and finding 
meaning (Harvey et al., 2000). Harvey, Weber and Orbuch (1990) 
argue that people’s work towards healing will be more effective to 
the extent that they are concerned with truth and comprehensiveness 
in their accounts and account making activity. Bailley, Krai and 
Dunham (1999) reported that their results showed that suicide 
survivors, as eompared to all other survivor groups (including 
accident, unanticipated natural death and anticipated natural death).
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reported more often telling others that the cause of death was 
something different than it really was. Perhaps then working 
towards healing will be more diffieult for the suicide survivor who 
may be more inclined to disguise the nature of the death. Once again 
future researeh needs to address this question.
Clinical implications
Understanding the role of social and environmental resourees might 
bring about more effective elinical interventions in counselling and 
psychotherapy (O’Leary, Alday & lekovics, 1998). Trauma can 
never be eliminated but recognising the factors that help adaptive 
coping may contribute to limiting the negative impact so often seen 
following trauma.
Recent findings challenge the notion of “getting back to pre­
bereavement functioning” that is commonly described as a goal of 
the bereavement process. Grief therapy is often based on 
suspieiously simplistic models, such as stage theories of grieving 
that have been largely repudiated by contemporary theorists and 
researchers (Corr, 1993; Neimeyer, 1998). Neimeyer (2000b) 
suggests that a more promising approach to grief therapy should be 
based on an intervention informed by the proposition that “meaning 
reconstruction in response to a loss is the central process in 
grieving” (Neimeyer, 1998, p. 110).
The quest for meaning has been shown to play a prominent role for 
those bereaved by the sudden death of a loved one (Davis, 
Wortman, Lehman & Silver, 2000). When a client is struggling for 
significance in the loss, the eounsellor could help to facilitate this 
process, perhaps by drawing on some of the specific meaning- 
making strategies that have been formulated for this purpose 
(Neimeyer, 1998).
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In psychotherapeutic practice, clients have always been encouraged 
to tell their stories (Romanoff, 2000). Therapists, whatever their 
theoretical orientations, have relied on client narratives. 
Psychoanalysts, with a few notable exceptions (Schafer, 1983; 
Spence, 1982), treat narratives as the route to analysis of 
unconscious conflict within the client, which the therapist then 
interprets (Wyatt, 1986). Cognitive therapists listen to narratives to 
identify and point out logical errors for the client and behaviour 
therapists look for evidence in narratives of why planned 
reinforcement programmes fail to produce expected eonsequences 
(Romanoff, 2000). It is only fairly recently that telling of the story 
per se has been recognised as having therapeutic value in and of 
itself. Constructive and narrative therapies rely on the “narratoiy 
principle” (Sarbin, 1986) that “humans think, perceive, imagine, and 
make moral choices according to narrative meaning (Polkinghome, 
1988, 1991). By helping clients retell a story, by listening carefully 
and suggesting on occasion a narrative turn, therapists can help 
clients create a story that aids their adaptation (Neimeyer, 1995).
However, it is a precarious job of the clinician to introduce ideas of 
benefit into the therapeutic narrative. If clients have not yet thought 
about benefits resulting from their trauma, they may interpret the 
suggestion as showing a lack of sensitivity in the therapist. The 
consensus in therapy therefore seems to be that the mention of any 
benefits resulting from the trauma should not be attempted until 
clients can themselves see the meaning it has had in their lives. 
However, even then, the clinician needs to tread carefully and be 
particularly cautious in their choice of words. McMillen (1998) 
suggested from his own experience as a social worker that phrases 
such as ‘by-products’, ‘changed views of self and others’ and 
‘becoming stronger’ are usually better understood than words such 
as ‘growth’, ‘benefit’, ‘gains’ or ‘character building’. If sensitivity 
prevails on the part of the therapist, allowing the client to perceive 
growth arising from the negative event can assist the client in
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maintaining self-esteem, enhancing the sense of control and keeping 
hope alive when despair is an ever present threat. These outcomes in 
turn can foster improvements in mental well-being and physical 
health (Taylor, 1990).
However, individuals who seek therapy because of difficulties 
precipitated by traumatic events typically have high levels of 
distress and have not yet found the erisis to be manageable (Calhoun 
& Tedeschi, 1998). In the early phases of treatment the priority 
must be the stabilization of the individuals’ general psychological 
state (Van Der Kolk, McFarlane & Weisaeth, 1996). For this to 
happen, the client needs to feel safe and secure in the therapeutic 
relationship (Calhoun & Tedeschi, 1998). There is limited evidence 
to suggest that a therapist ean influence posttraumatic growth in the 
client (Tedeschi & Calhoun, 1995). However, Calhoun and Tedeschi 
(1998) suggest some general considerations for therapists that may 
help facilitate thriving, which are presented below:
1 Clinical interventions must work with the client’s belief system
2 Therapists should be willing to support the client’s perceptions of 
thriving
3 Even if thriving can be engendered by elinical intervention, the 
therapist should not try and hurry this.
There has been a plethora of literature on grief counselling in the 
last twenty five years, giving rise to a burgeoning popular and 
professional literature proffering assistance to the bereaved 
(Neimeyer, 2000b). In light of this, one may presume that grief 
counselling is a firmly established, demonstrably effective service. 
However, when controlled studies of professional interventions are 
analysed, results are often unequivocal, with different studies 
suggesting positive, negative and no difference conclusions (Davis, 
Wortman, Lehman & Silver, 2000).
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However, Neimeyer (1998) discriminated between outcomes in five 
studies offering therapy for persons who were traumatically 
bereaved (including suicide) and those who faced other 
bereavements. Results showed that counselling for ‘normal grievers’ 
had essentially no measurable positive effect on any variable, 
whereas the subset of studies offering treatment for traumatic grief 
showed a reliable positive effect. This points towards an intriguing 
conclusion that grief therapy is appropriately offered to mourners 
who have experienced traumatic bereavement with associated 
complicated grief reactions.
Although the role of counselling in post-suicide bereavement awaits 
evaluation, Harwood et al. (2002) believe that the greater sense of 
stigmatization, shame and rejection found in suicide survivors 
indicates the importance of exploring these feelings in counselling. 
It is beyond the scope of this paper to discuss at length therapy for 
suieide survivors. However, extensive pragmatic advice for 
counselling people bereaved through suicide is offered by Clark and 
Goldney (2000).
Limitations o f the research/future questions
The ultimate design for any study investigating reactions to life 
changes, including suicide bereavement, is longitudinal and 
prospective (O’Leary, Alday & lekovics, 1998). However this is 
time consuming, expensive and requires the identification of a 
cohort potentially at risk from bereavement from suicide (or other 
life traumas, depending on the research) and thus the majority of 
research to date is retrospective. Retrospective designs present the 
problem of disentangling which resources were present before and 
after the crisis. However, results of these studies could be used as a 
guide for more resource intensive prospective studies.
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Also of considerable interest and benefit would be intensive ease 
studies of individuals designed to understand the depth and seope of 
responses (O’Leary, Alday & lekovics, 1998). This is particularly 
true of suicide survivors, who have been largely ignored in favour of 
investigating the reasons behind people committing suicide 
(Melntosh, 1993).
One issue that remains unresolved is the time frame for the 
assessment of PTG. In other words, when should PTG be measured? 
For some crises PTG might be evident soon after the stressor occurs. 
In the empirical literature, the most frequent time frame for the 
assessment of PTG is years after the occurrence of the event. An 
important topie for future research is the assessment of PTG as it 
relates to the amount of time that has elapsed since the occurrenee 
of the trauma.
With regard to future researeh with suicide survivors, there are 
many possible directions. This paper highlights the urgent 
quantitative or qualitative research needed to assess if survivors 
experience PTG and, if so, what the nature of the positive outcome 
is and how it affects the grieving process.
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Appendix One: Reflective use of the self.
Reflecting on specific occurrences in my life, I am well aware of the 
significance that my life events have had on my choice of research. 
In 1998, my sister, Rachael, at twenty three years of age, took her 
own life. Looking back to before Rachael’s death is like looking 
back to a distant past, where I was more selfish, more materialistic, 
more judgemental and above all a lot less appreciative of the small 
things that really matter. I have a personal insight into suicide 
bereavement that I want to share with others: I really had no other 
choice but this for my research topic.
Back in September, all I really knew is that I wanted to look at the 
effects of suicide bereavement. I was surprised and slightly offended 
at discovering such a dearth of information, which spurred my 
motivation even more. As I began reading the literature, I found 
myself drawn to articles on posttraumatic growth. Not only was this 
something novel in my experience of psychology but my own 
feelings of being able to relate to growth following trauma 
resounded in me so deeply that I could not ignore it.
Maybe I have been pulled in certain directions by my own 
experience. I found myself looking at the literature that confirms 
what I have been through, skimming over information that doesn’t 
quite fit! An example of this is issues surrounding social support for 
those bereaved by suicide. I vividly recall being at a bar at 
university and a ‘fiiend’ walking over and saying “I heard what 
happened to your sister but it’s all really weird so can we pretend it 
never happened and have a normal conversation?” I returned to 
university only a week after my sister’s funeral. I needed to return 
home not long after for Rachael’s internment of ashes and thus had 
to get an essay extension: I was told to show the lecturer her death 
certificate. I still feel upset at the lack of support some people 
showed. I have had to put my feelings in context and be able to
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distance myself from this to stop myself from leaving out research 
that does not fit with my experience.
I have also picked out of the literature the idea that suicide survivors 
may lie about the cause of death. I know on occasions I have said 
Rachael died in a road accident-not a direct lie but quite far from the 
truth. I know my parents have also done this. Maybe this is why I 
was so quick to draw upon this point in my research. However I feel 
that I have balanced this with topics where I have no investment at 
all i.e. religion.
Another area of my research that has been rooted in personal 
experience is the idea of forming a narrative to find meaning. My 
sister had been psychologically unwell for a number of years. In my 
mind, I have constructed her death as a release from the most 
unbearable pain. Finding some sort of meaning in her death has 
helped me cope with her death and thus I have been instinctively 
drawn to this area.
Although it is an inescapable reality that the loss of my sister 
through suicide has moulded my research interests, I also believe I 
am distanced enough in time from her death and balanced enough in 
myself to believe that I can present, a balanced, informative and 
deeply relevant picture of suicide bereavement.
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Year Two Research:
An exploration of the implications of losing a child to suicide for 
maternal identity: an interpretative phenomenological analysis.
Abstract
There has been an absence of research into identity issues associated with 
mothers who have lost a child through suicide. This paper attempts to 
bridge this gap by reporting findings fi-om a qualitative study of six 
mothers who lost one child and one mother who lost two children, over the 
age of sixteen, to suicide. Participants were interviewed about important 
components of their maternal identity, the psychological and social 
implications of losing their child to suicide and strategies for managing the 
difficulties associated with this. The use of interpretative 
phenomenological analysis provided insight into and understanding of the 
participants’ accounts. Much of the data could be readily interpreted in 
terms of identity dynamics, including identity threat. Participants 
consistently reported feelings of failure, stigmatization and negative 
distinctiveness. Various strategies were reportedly used by participants to 
manage identity threat. These included trying to find an explanation for 
the suicide that did not implicate themselves as a potential cause and 
joining groups with others bereaved by suicide. From the insights gained, 
recommendations are offered for psychological interventions which might 
help mothers who have lost a child through suicide to manage identity 
threat.
Keywords: Identity, bereavement, suicide, coping responses, counselling, 
psychology.
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Introduction
Despite cultural and demographic changes, it is still the case that 
most men and women become parents at least once in their lives 
(Graham, 1993). Most parents, however, do not expect their children 
to die before them. Oliver (1999) stated that the death of a child can 
be a cataclysmic experience for parents which can have momentous 
and potentially devastating effects. When a child commits suicide, 
the devastation can be even more profound. The research that has 
been conducted suggests that bereavement after the suicide of a 
child is in several ways a unique experience (McIntosh, 1987) and 
can be associated with feelings of rejection, guilt and shame.
However, it is questionable whether a mother and father would 
share similar experiences after the suicide of their child. Grief 
reactions may depend on the nature and salience of parental identity. 
Parental identity has been defined as the degree to which an 
individual sees specific parenting domains as important to 
himself/herself, e.g., how important it is for a mother to be a 
caregiver to her child (Maurer & Pleck, 2001) and may differ for a 
father than a mother in terms of its nature, value and salience. Dion 
(1989) reports that approximately 80% of women but only 50% of 
men who have children list ‘parent’ as one of their salient identities. 
This is perhaps explained by the fact that motherhood is construed 
as an essential and central component of adult identity for all 
women (Woollett & Nicolson, 1998). At the same time the impact 
and responsibility of fathers are played down (Nicolson, 1993).
Contemporary research suggests, however, that there is a changing 
nature and meaning of fatherhood expressed in the so-called ‘new- 
father’ image (Brandth & Kvande, 1998). This kind of father shares 
childcare with the mother and is involved in, rather than detached 
from, family life (Henwood & Procter, 2003). It would therefore 
seem that the nature of paternal identity is in a state of
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transformation. This is in contrast to the well established nature of 
maternal identity (although, of course, this too has shifted) and 
highlights a discrepancy between maternal and paternal identity. 
These differences, along with the assumption that the major parental 
role in Western society still rests with the mother (Milliken, 2001) 
has led the focus of this paper to be directed solely towards maternal 
identity threat following child suicide.
BreakwelTs (1986, 1996) identity process theory (IPT) provides an 
integrative framework for understanding identity that might be 
useful in framing the experiences of mothers who have lost a child 
to suicide. According to Breakwell (1986) ‘a threat to identity 
occurs when the processes of identity, assimilation-accommodation 
and evaluation are, for some reason, unable to comply with the 
principles of continuity, distinctiveness and self-esteem which 
habitually guide their operation’ (p.47); to this we can add the 
principle of self-efficacy which she later included in her 
conceptualisation (Breakwell, 1996) From this model, we can 
suggest that assimilating-accommodating and evaluating the suicide 
of one’s child may pose a serious threat to a mother’s identity (as a 
mother) by disrupting continuity of maternal identity (at least with 
that child), creating personally and socially undesirable 
distinctiveness as a mother and/or undermining maternal self-esteem 
and/or maternal self-efficacy. We will return to this later.
When a child commits suicide, negative values seem to be imparted 
onto the child’s relatives (Wrobleski, 1984). In a study of twenty 
four relatives of people who completed suicide, Dunn and Morrish- 
Vidners (1988) found that the family members received more blame 
than any other group, with responsibility and disapproval most often 
attached to parents. Significantly, blame was placed on mothers 
twice as often as fathers, therefore identity as a mother bereaved 
through suicide may be attributed with blame and thus a negative 
value, potentially leading to stigmatization.
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The experience of stigma emerges from an interactive process in 
which a negatively valued aspect of an individual’s life comes to 
dominate his or her social identity (May, 2000). Consequently 
stigmatized individuals are diminished and discounted as “tainted” 
persons (Goffinan, 1963, p. 12). One of the main findings from 
Harwood, Hawton, Hope and Jacoby’s (2002) study was that 
suicide-bereaved individuals scored more highly on feelings of 
stigmatization than people bereaved not by suicide. This may lead to 
a threat to a mother’s self esteem and concern about ‘standing out in 
the crowd’ in a negative way (Wertheimer, 1991). Breakwell (1986) 
argues that people like to feel at least moderately distinctive but this 
has to be in a way that is positively valued. Having a child who 
commits suicide is distinctive but in a way that is often negatively 
valued, thus posing a potential threat to maternal identity.
The idea that, after a child commits suicide, a mother may feel 
‘negatively distinctive’ reflects a possible change in her self 
perception and others’ perception of her as a mother, thus 
potentially also threatening the continuity of a mother’s identity. 
Breakwell (1986) argues that people like continuity between past 
and present identities across time and situations. Losing an only 
child to suicide may force a woman to relinquish or seriously revise 
her identity as a mother and the demands of this process could 
create uncomfortable discontinuity and thus contribute to a threat to 
identity.
Another threat to identity may come about from the threat to the 
self-efficacy identity principle. Self-efficacy originates from 
Bandura’s (1977) work and represents attempts to maintain an 
existing identity structure with the end state characterised by 
competence and control (Breakwell, 1996). It is the parent who is 
often responsible for keeping harm from befalling his or her 
children. When a child dies, parents may have difficulty reconciling
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their identity as protectors of their children (Fletcher, 2002). 
Identity may be even more in crisis if a child commits suicide. In a 
study of parents bereaved through suicide Seguin, Lesage and Kiely
(1995) reported that almost all of the parents had the impression that 
they had failed in some way and put their parental competence into 
question. According to Miliken (2001), when people blame suicide 
on poor parenting, mothers assume the majority of the blame. This 
could potentially cause mothers to doubt their parental ability and 
result in a parental identity crisis (Lukas & Seiden, 1987).
Assuming that the suicide of a child constitutes a threat to maternal 
identity, it may be useful to once again draw upon Breakwell’s 
(1986) integrative framework of identity in order to understand how 
mothers may cope with this threat. Coping strategies can operate at 
the intrapsychic, interpersonal and group/intergroup levels 
(Breakwell, 1986). For a comprehensive review of coping strategies 
for identity threat, see Breakwell (1,986).
In light of the foregoing considerations, this research aimed to 
explore the perceived immediate, short- and long-term implications 
(if any) of child suicide for maternal identity (including coping 
responses) among a group of mothers who had lost at least one child 
(over the age of 16) through suicide at least two years ago.
Method
Participants
Six females were recruited who had lost one biologically-related 
child to suicide and one female was recruited who lost two children 
to suicide. All the children were over the age of sixteen^ when they
 ^ Statistics on suicide taken from the Samaritans’ website show that in the United Kingdom 
between 1994 and 2002, no males or females per 100 000 population under the age o f  fifteen
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died. The participants experienced the bereavement at least two 
years prior to participating in the research.^
Three suicide bereavement support groups were contacted. The self 
help group co-ordinator received an introductory letter stating the 
research aims and explaining what is involved (See Appendix One). 
They were asked to distribute this to the group members whom they 
felt would be ‘suitable’ to participate in the research. The research 
was done in accordance with Parkes’ (1995) ethical guidelines that 
aim to enable investigators to carry out research without harming 
the participants. Twelve women contacted the researcher about 
participating in the research and the researcher then carried out an 
assessment procedure with them individually over the telephone 
(see Appendix Two). Only when both researcher and potential 
participant deemed it appropriate was an interview date arranged. 
For five potential participants it was decided that it was not the right 
time for them to participate in the research.
Procedure
The data were gathered through the use of semi-structured face-to- 
face interviews. This interview method is strongly associated with 
qualitative research (Smith, 1996a) and facilitates participant 
disclosure of relevant information by providing a framework which 
outlines areas to be discussed but has the flexibility to facilitate 
expansion of the participants’ narratives, thus, potentially providing 
a rich source of data.
completed suicide. It was therefore decided to set the age limit o f  children who had completed 
suicide at sixteen or over.
 ^ It was felt that two years would be sufficient time for participants to be able to process the 
experience and obtain some ‘perspective’ on it.
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All participants were interviewed in their homes. Each was given a 
consent form to sign (see Appendix Three) and a brief background 
information questionnaire to complete (see Appendix Four). 
Information about support groups (in addition to the one from which 
they had been recruited) was provided (see Appendix Five) as well 
as a list of books written for people bereaved by suicide (see 
Appendix Six) in case the interview raised issues which needed 
further support. This was done at the beginning of the interview 
rather than the end to avoid implying that the participant needed 
help.
Interview Schedule
The interview schedule began with the administration of the ‘Who 
am I?’ questionnaire (see Appendix Seven), a variation of the 
Twenty Statements test developed by Kuhn and McPartland (1953). 
The instrument is an open-format measure of identity and was used 
to stimulate participants’ thought processes about their own range of 
identity domains. This was followed by the interview schedule 
questions (see Appendix Eight). These questions were developed 
partially from the insights gained from a recent literature review on 
suicide bereavement (Thrift, 2003) as well as from research 
examining identity and specifically identity threat. Once the 
interview schedule was designed, it was sent to ‘key informants’ in 
order to obtain their feedback and to make any necessary changes.^
Each interview lasted approximately two hours and was recorded on 
audiocassette. The schedule consisted of open-ended questions 
supplemented by reflections on the emotion or content of responses.
 ^Key informants included Mr John Peters, Co-ordinator o f Survivors o f Bereavement by 
Suicide Support Group, Professor Keith Hawton, Director o f the Centre for Suicide Research, 
University o f Oxford and Mrs Sarah Peters (pseudonym) who lost her daughter through 
suicide five years ago. As Sarah is a relative o f the researcher, she was not interviewed about 
her experience. Other mothers whose child completed suicide were not contacted due to the 
small pool of accessible participants for this study: these women were reserved for the 
interview study itself.
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requests for clarification and probes. Before the ending of each 
interview, a debriefing was provided to allow the participant to talk 
about anything that was important to them but which they felt had 
not been covered in previous questions and that might enhance the 
researcher’s understanding of their loss experience.
Analytic Strategy
Interviews were transcribed (See Appendix Nine for an example) 
and subjected to Interpretative Phenomenological Analysis (IPA) 
(Smith, 1996a; Smith, Flowers & Osborn, 1997; Smith, Jarman & 
Osbom, 1999). IP A has become an increasingly accepted and 
favoured qualitative research method for psychologists and is an 
exploratory methodology which seems ideally suited to the present 
study’s research aims.
The researcher’s position is similar to that of an empathie therapist 
whose aim is to explore the participant’s view of the world and to 
adopt, as far as possible, an ‘insider’s perspective’ (Conrad 1987). 
However, the researcher’s interest and investment in the research 
topic will inevitably mould the questions asked in some way and 
thus takes the analytic process in a particular direction. The nature 
of this type of analysis means that the research outcome represents a 
dynamic interaction between the participants’ accounts and the 
researcher’s interpretative framework. It is inevitable therefore that 
this researcher’s own ‘speaking position’, that of someone who 
experienced sibling bereavement through suicide, is likely to have 
influenced the study by shaping its focus and interpretation in some 
way (See Appendix Ten). In this study, however, it is felt that the 
researcher’s awareness of the potential for an overly personal and 
idiosyncratic interpretation of the data and subsequent skewing of 
the analysis will have been useful in helping to provide a balanced 
analysis.
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Transparency regarding the analytic procedure is required to 
produce good qualitative research (Smith, 1996b). Following the 
recommendations of Smith and colleagues (1999), each transcript 
was read several times and annotated in the left hand margin with 
very broad and unfocused notes that reflected the initial thoughts 
and observations that the researcher wished to record in response to 
the text. The transcript was read several more times and the notes in 
the left margin were added to, elaborated, modified and edited. The 
emerging theme titles which encapsulated the core issues and ideas 
in the left margin were then written in the right margin. Particular 
attention was paid to examining each transcript as an individual and 
separate case. For this research, as well as looking for overall 
shared themes, elucidation of the complexity of the phenomenon 
under investigation means that individual variation was an important 
element. The initial list of emergent themes for each transcript was 
then analysed alongside themes from other transcripts, producing a 
consolidated list of themes, with extracts from the transcripts 
grouped under the theme headings.
Theories of identity such as IPT (Breakwell, 1986) were then 
applied to the data in a post hoc way in order to sharpen the 
psychological understanding of the processes involved in the 
participants’ identity issues. This post hoc application of theory 
avoided having the participants’ phénoménologies (mediated 
through the researcher’s interpretative lens) swamped by imported 
theoretical frameworks at an earlier stage of the analysis (although, 
of course, a complete bracketing of relevant theoretical knowledge 
would have been impossible at that stage).
Inevitably such an analysis is a subjective process, raising questions 
about the issue of reliability (Elliott, Fischer & Rennie, 1999). 
Although verbal reports can never be absolutely reflective of 
participants’ underlying thoughts, it is widely accepted that they can 
allow for meaningful interpretations to be made about the person’s
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thinking to some extent (Smith et ah, 1997). It could be argued that 
because the data are retrospective, they are open to the operation of 
memory distortions and recall biases (Moss & Goldstein, 1979). 
However, there exists research evidence to suggest that retrospective 
reports and autobiographical memory are not necessarily and 
inevitably inaccurate and unstable (e.g., Blane, 1996; Brewin, 
Andrews & Gotlib, 1993; Neisser, 1994).
The importance of establishing a way of assessing the quality of 
qualitative work is recognised. In reflection of the criticisms 
levelled against qualitative work, the researcher will attempt to 
establish credibility for the findings by developing an integrated 
account, ensuring that all interpretations offered fit the data (see 
Elliott et al, 1999) and ensuring that what the respondent said is 
distinguished from the researcher’s account of it (Smith et al, 1999). 
Sufficient raw data have been provided in the form of examples to 
enable the reader to judge the viability of the accompanying 
interpretations.
In the presentation of raw data, empty square brackets [ ] indicate 
omission of material; square brackets containing text [...] provide 
information to elucidate what has been said; and double quotation 
marks “...” indicate quotations fi'om the participants. Quotations 
have been reproduced exactly as spoken by participants and have 
not been corrected for grammar. In the hierarchy of headings and 
subheadings, bold writing indicates a main theme and italics 
indicate a sub-theme. Finally, place names have been changed and 
pseudonyms have been used in order to preserve the participants’ 
confidentiality.
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Analysis
Demographic Information
Participants’ mean age was 59 years (range 54-66; SD 3.4). In terms 
of their highest educational qualifications, one participant had a 
masters degree, three participants had bachelor degrees, one 
participant had a diploma, one participant had A-levels and one 
participant had GCSEs. Three participants were employed as 
teachers, one as a secretary, one as an administrator, one participant 
was retired and one participant was a housewife. At the time of the 
study, all the participants described their current status as married, 
with one having been divorced fi*om her children’s father and 
remarried. Using the 2001 U.K census classification system, all the 
participants described their ethnic origins as White British.
Six participants had lost a son to suicide. One. participant lost two 
children, a son and daughter, to suicide. The mean age of the 
deceased children was 27 years old (range 18-30; SD 4.76). At the 
time of the study, the mean length of time that had elapsed since the 
suicide was 8.4years (range 2-16; SD 5.9). The mean age of the 
mothers at the time of their child’s suicide was 51 years (range 39- 
57; SD 2.45). Six participants had surviving children with a mean 
age at the time of the study of 27.8 years (range 19-38; SD 6.78). 
At the time of the study, four of the participants had received 
counselling or therapy since their child’s suicide.
When choosing to describe participants’ experiences, unfortunately 
it was not possible to invoke every sub-theme here due to the space 
constraints. Sub-themes have therefore been chosen that are 
essential in explaining participants’ experience or that the researcher 
felt had not been covered in previous research.
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Relationships before the suicide:
The majority of the participants spoke about relationships with their 
surviving children, and a few spoke about their relationships with 
their friends before the suicide. All these descriptions seemed 
positive, although it is interesting that considerably less time was 
spent talking about these relationships compared to the relationship 
they had with their deceased child. Participants may have assumed 
that the researcher was only interested in their deceased child. 
However, it could also reflect the centrality of their deceased child 
in their life and relief at being ‘allowed’ to talk about him/her. This 
is explored later when looking at other people’s responses.
Relationship with the deceased child:
Many participants described their relationship with their child in a 
rather idealistic way. For example:
My sister says I ’ve lost a soul mate. [  J. I  felt veiy close to 
him, uncannily close really at times. []. He would look at me 
and I  would know that he completely understood. (Jill)
It is interesting that Emma invokes the distinction between a son and 
a daughter. For example:
We were getting, you know, we were getting as friends like 
shopping and that’s what I  was looking forward to in having a 
daughter you know.
Similarly to when participants described their relationship with their 
deceased child, participants described their deceased child in an 
idealistic way. For example, Jill said:
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He was the ideal son, [  ]  the perfect son [ ]. We’ve had 
nothing but happiness from him really in twenty years.
This positive relationship and description of the deceased child are 
echoed in nearly all of the participants’ accounts. It is worth re­
asserting at this point the potential disparity between participants’ 
accounts of their experience and ‘reality’ as many of the 
participants’ descriptions of their child seem very idealistic.
Maternal Duties
How the participants conceptualise being a mother will potentially 
influence the relationships the participants described with their 
deceased child. Most of the participants spoke about how being a 
mother was the most important aspect of their life, the responsibility 
they felt towards their children, the importance of being a caregiver 
to their child and the protection they felt towards their children.
Priority
All the participants’ accounts gave a sense of importance to their 
identity as a mother. Emma seemed to encapsulate this feeling 
when she stated that:
Well I  think particularly being a mother, the child is always 
part o f you and [  ]  i t’s part o f your life, the child is the most 
important part o f your life.
The salience of maternal identity was highlighted when participants 
ranked being a mother highest among all aspects of their life. 
Supporting these findings, past research indicates a link between 
maternal identity salience and maternal caregiving (McBride & 
Rane, 1997).
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Caregiving
Many of the participants also spoke about being the parent who 
looked after their children’s needs. For example:
I f  I  thought that either o f them needed anything they knew I  
was always ready to help. I  always tried to do other things 
like mending their clothes, keeping them clean and tidying up 
after them, this kind o f thing because I  loved them and that’s 
what you do for all your children. (Valerie)
These kinds of descriptions were cited by most participants and 
there was a sense that they took on the role of looking after the 
children rather than the father.
Responsibility
As with caregiving, most of the participants referred either directly 
or indirectly to taking on the responsibility of child rearing. For 
example Jane states that:
My responsibility was to raise them [the children].
Research suggests a link between maternal identity and behaviour 
such as a mother’s total involvement and responsibility for their 
children (Maurer & Fleck, 2001). If applied here it could be 
suggested that maternal identity was very strong for all the 
participants in this study.
Protection
Perhaps the most important job for a parent is protecting their child 
(Fletcher, 2002). Several participants highlighted the centrality of 
protection. For example Pamela stated:
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I ’m sure with most mothers there’s almost an inbuilt sense o f 
protecting your children, that’s what you ’re there for [  ], your 
whole life revolves around protection.
It is the parent who is often responsible for preventing harm fi*om 
befalling his or her children. Many of the participants had difficulty 
reconciling their identity as protectors of their children. It also 
seemed that this led to feelings of failure for many of the 
participants.
Sense of efficacy
It seemed that the suicide of their child made participants doubt their 
ability as a mother and protector. Their child’s suicide therefore 
posed a threat to the self-efficacy identity end state outlined by 
Breakwell (1996). Participants’ accounts were permeated with 
references to failure and lack of control. For example
/  let him down, I  said it would be o.k. and it wasn’t. Losing 
Bill through suicide has made me feel a failure. [ ]  I  couldn’t 
prevent Bill’s death, I  couldn’t help him when he needed me 
most. (Jane)
Not surprisingly, initially this feeling seemed to be exacerbated for 
Emma, after losing both her children to suicide:
I  felt a useless mother, a useless parent, you know how could I  
be any good at anything at all i f  both my children had chosen 
to die ? [ ]  I  mean my confidence and everything was at an all 
time low [ ]  I  couldn’t even be a mother you know who the 
hell do I  think I  am ?
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The sense of losing confidence was echoed by other participants. Jill 
touched on feelings of worthlessness in the presence of other 
mothers. She expanded on this when she stated:
I  feel that they think I ’m a failed mother f  J. I ’m sure people 
say oh there must have been wrong somewhere for him to do 
that.
The sense that other people may doubt the ability of mothers who 
lose a child through suicide appears to be evident in books and 
articles. Many of the participants had read material that seemed to 
place the blame for a child’s suicide on mothers. For example:
You know I  read in a book good mothers ’ children don’t take 
their own lives. (Emma)
Research has consistently found that when a child commits suicide, 
negative values seem to be imparted onto the relatives and the 
survivors’ social interactions take place in a context of stigma which 
is shared by those knowing of the suicide (Dunn & Morrish- 
Vidners, 1988). Therefore, identity as a bereaved mother through 
suicide may hold a negative value and potentially result in 
stigmatization.
Manifestations of stigma
Many participants felt diminished and discounted as “tainted” 
persons (Goffinan, 1963, p. 12) following their child’s suicide and 
Jill actually described herself as ‘tainted socially’. Stigma was 
apparent in participants’ accounts of how other people reacted. 
However, many of the participants also cited examples of how they 
had anticipated being stigmatized by others.
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Actual Stigma
This sense of stigma comes across in most of the participants’ 
accounts. For example, Jill recalls vividly an incident when she 
approached a friend in Marks and Spencer:
I  saw her there and I  went up to her and touched her arm and 
she just walked off, she didn ’t say hello, she said nothing and 
walked away [  ]  and I  thought this is going to be it, because 
he committed suicide they’re going to completely ostracise 
me.
Most of the participants had similar accounts of reactions from 
‘friends’ and this is supported by results from a study of grief 
reactions among those bereaved by suicide (Bailley, Krai & 
Dunham, 1999) which suggested survivors feel a high degree of 
perceived stigmatization and feelings of shame.
However, the impoverished response could be explained by other 
factors aside from stigma, such as not wanting to upset the bereaved. 
It is interesting to consider Pamela’s views of mothers of children 
who have killed themselves, before she lost her own son:
I ’m sure there was a degree o f judgementalism, there has to 
have been something going on, you know, within your family, 
something wrong you know.
Anticipated Stigma
A  sense of anticipated stigma was highlighted by all of the 
participants. For example Valerie stated:
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I  always feel that my husband and I, to some extent, are 
. labelled people now, in regard to "oh that’s the couple who 
lost a son to suicide”, perhaps I ’m imagining it, I  don’t know.
Possibly in response to anticipated stigma, most of the participants 
gave examples of situations where they changed the mode of their 
child’s death in conversation with other people. This anticipated 
sense of shame and stigma may also be present at an institutional 
level such as at the inquest. For example:
I  would have much preferred a suicide verdict [it was an open 
verdict] because that is what it was [ ]  I  don’t want to hide 
behind a lie. [J  I  learn the verdicts are veiy veiy strange with 
. suicide, people get accidental, open verdicts, undetermined 
(Emma: after loss o f her daughter Mary).
The very fact that a suicide verdict is often avoided imparts an 
implicit message that suicide is shameful.
Possibly in response to the anticipated stigma some of the 
participants spoke about avoiding company and feeling different to 
other people. Pauline separated herself from other bereaved mothers 
and seemed to feel that her grief was less justified and thus she felt 
negatively distinctive:
/  was the only person [at a retreat for bereaved parents] 
whose child had committed suicide and there were all these 
people with little babies who had died [  ]  and I  felt terrible 
telling them, I  thought your children didn’t want to die but 
mine did and I  felt awful, I  did feel uncomfortable, not that 
anyone said anything to me but I  felt as i f  I  was the odd one 
out.
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Whether the participants felt stigmatized through their actual 
interactions with others or whether they simply anticipated a sense 
of stigma, it was apparent that most of them felt they were different 
from other people. Breakwell (1986) argues that people like to feel 
distinctive but this has to be in a way that is positively valued and 
not excessive. Having a child who commits suicide is distinctive but 
in a way that is often negatively valued and excessive, thus posing a
potential threat to the achievement of the identity end state ofy ,
distinctiveness.
Short and long term responses to the suicide.
The stigmatising nature of suicidal death identified above has been 
widely acknowledged and seemed to be a factor in social rejection 
following suicide bereavement. This section looks at both positive 
and negative short and long term responses following the suicide 
from friends, family and self.
Responses from friends
Alongside participants’ accounts of lack of support, many 
participants reported some degree of social support in the period 
immediately after the bereavement. For example:
I  telephoned my friends as soon as I  could [  J People were 
lovely coming round to the house. (Mary)
However, when participants were recounting the support of friends 
over a longer term period, there seemed to be a sense of increased 
isolation. For example:
Obviously other people are moving on after that length o f time 
[two years]. [ ]  there’s almost a sense that you are carried
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through the first year almost and I  think people had obviously 
drifted away. (Pamela)
Consistent with bereavement literature and what is advocated in 
some of the older grief models (Freud, 1917; Parkes, 1986; Rando, 
1993), several participants spoke about the expectation from others 
that you should be moving on with life:
Friends have been supportive but I  think after the first year 
they’re beginning to think life should go back to normal. 
(Valerie)
This expectation to move on seemed to be imparted from many 
sources and does not fit with the needs and desires of the 
participants.
Responses to and from husband
The family can be a crucial support mechanism following a trauma. 
However, the idiosyncratic grief reaction displayed by different 
individuals within the family can make the resolution of 
bereavement (especially by suicide) by the family group especially 
difficult (Ponzetti, 1992). This can be seen in Valerie’s description 
of the difficulties she experienced with her husband:
Ifind it sometimes difficult to deal with my husband’s reaction 
to the bereavement um and that affects me quite a bit because 
he certainly hasn’t got over it and [  ]  he’s become quite 
aggressive and Fve found that quite difficult to cope with.
However, several of the participants also spoke about longer term 
positive changes in their relationships with their husbands. For 
example:
160
I  think our relationship has really changed. I  think we are 
both more understanding o f each other [  ]. We both changed 
and you know moved closer, we talk to each other now. 
(Pamela)
Responses to surviving children:
However, suicide bereavement has been described as the most 
difficult bereavement crisis for any family to face and resolve in an 
effective manner (Wertheimer, 1991). Bowlby (1985) suggested that 
family relationships may become difficult due to the increased 
tendency to apportion blame to each other. This can be seen in the 
relationship Pauline has now with her children:
Jack [one o f her surviving children] used to come and see us 
now and again but we don’t have much to do with Jack at all, 
I  think in my mind I  think he thinks we blame him and feels 
guilty. [  ]  To John [another one o f her surviving children] L 
felt like saying "but your brother’s dead, i f  you hadn ’t backed 
off maybe your brother wouldn ’t have died ”.
Pauline’s relationship with her children seemed to be permeated 
with blame and highlights the complexity of family dynamics 
following the suicide of a child.
Participants reported a range of initial responses to their surviving 
children. However, the most frequently reported response to 
surviving children was one of protection. For example:
I  could have Just wrapped him in cotton wool and held on to 
him permanently and never let him out o f my sight. [  ] It was 
M aiy’s death that did that for sure that made me want to be 
this clingy mother, for fear [  ]  and just terrified anything
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would happen to him, terrified he’d be run over by a bus. 
(Emma, after the suicide ofherfii^st child, Mary)
The fear of the other child dying was echoed in the accounts of 
several participants. However, for most participants the need to be 
protective seemed to transform over a longer period of time into a 
need to show more affection. For example:
Just in case it’s the last time I ’ve got to let them know that I  
love them. (Pauline)
The fear of losing another child and the need to show more affection 
potentially stems from a shattering of participants’ assumptive 
world (Janoff-Bulman, 1992) and a developing sense that life and 
therefore relationships are fragile. Many crises shatter the 
assumption of a ‘meaningful world’ (Janoff-Bulman, 1992) in which 
events are predictable and unfold according to set rules, not least of 
which is having someone kill themselves. When a child dies there 
also seems to be a shattering of the assumption that children outlive 
their parents. The shattering of the assumption of a meaningful 
world seems particularly profound for Emma, who is the only 
participant who no longer has surviving children. She explains:
I  think the other difficulty is that your children aren’t 
supposed to die before you, it turns your whole world upside 
down, you are supposed to die before your children not the 
other way round. [J
It was also interesting how Emma invoked the notion of the 
shattering of potential future identities:
/  had to come to terms with the fact that I  couldn’t be a 
gi^andmother [ J I  thought well i t ’s never going to happen to 
me and I  had to come to terms with that.
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It would be interesting for future research to be conducted with 
mothers who have lost a child to suicide and have no surviving 
children, as it may possibly emphasise the impact the suicide has on 
issues of identity.
Responses from self: Guilt, Impact on health, pointlessness, changed 
perspectives, increased empathy, revision o f relationship to 
deceased child.
Many of the initial responses reported by participants were similar 
to those reported in studies of bereavement responses, (see 
Wertheimer, 1991, for details) and so will not be explored in detail 
here. Initial negative reactions included numbness, anger, feelings of 
rejection, avoiding activities that are reminders of the child and 
feelings of pointlessness. However, more idiosyncratic reactions 
were also cited. For example, Emma stated:
I  had this dreadful need to go to the cemeteiy all the time, 
there she was on her own, I  should be there for her, I  should 
be there with her.
Emma’s need to visit the cemetery seemed to stem from a feeling of 
guilt at leaving Mary on her own and perhaps from feeling she had 
abandoned her at her time of need. Emma’s reaction may also be an 
ongoing desire to undertake reparative care for her child. Aspects of 
guilt were touched upon when considering participants’ sense of 
efficacy. However, feelings of guilt seemed to be pervasive for most 
of the participants. For example:
I  gather guilt is there whatever the circumstances but I  think 
particularly with a child, a reared adult, and suicide, that’s 
probably a bigger issue.
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Emma’s feelings of guilt seemed to be particularly pervasive in her 
life. It is interesting, however, how the subsequent suicide of her 
surviving child, Steven, also helped lesson some of Emma’s grief 
reactions:
/  found a need to visit the cemetery less after Steven died
because I  felt they were together.
Research suggests that bereavement does not only have 
psychological consequences but that the impact of bereavement on 
health can also be profound (Schuchter & Zisook, 1993). Reactions 
that are well known in the bereavement literature, such as, increased 
alcohol and medication use, hypertension and sleep difficulty 
following bereavement were reported by participants. The 
idiosyncratic nature of the connection between psychological and 
physiological reactions was also apparent in Jill’s description:
Where the sword went in [her son killed himself by falling on 
a sword] I  started coming up with a rash and this rash has 
grown ever since, then slowly grown all round my body, all 
down my legs, all up my anns, but i t ’s still growing and it 
started the day he died. [].
Jill has been experiencing this physical reaction for four years, thus 
highlighting the pervasiveness of her experience.
Several of the participants highlighted positive long term changes 
they had experienced following the bereavement. According to 
Schaefer and Moos (1992), bereavement presents many challenges 
which can bring about a “personal metamorphosis” (pi05) in terms
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of changed perspectives, new skills and improved relationships. 
Improvements in relationships with surviving children and one’s 
husband were reported earlier. However, several participants 
referred to changed perspectives. F or example:
The things I  used to feel were important are no longer 
important and in a lot o f ways I ’m a lot less judgemental and 
yet in other ways I ’m actually a lot less tolerant, a lot less 
tolerant o f insensitivity. [  J In a sense tolerance and 
intolerances have actually switched. (Pamela).
Another ‘benefit’ that is often cited following life crises is a 
development of a deeper understanding and empathy for others who 
have been through trauma. The sense of greater empathy was 
apparent in most participants’ accounts. For example:
I ’m more compassionate and have the ability to listen to those 
in distress and also I ’m able to take on board other people’s 
grief. (Mary)
It is interesting to draw briefly upon Emma’s response to the loss of 
her second child at this point. Although it was noted earlier that her 
lack of belief in herself as a mother following the suicide of her 
daughter was initially exacerbated by the suicide of Steven 
interestingly she also reported feeling a lot more in control:
I  was very very much more in control, veiy much more [ ]  but 
I  do think it was because I ’d been there before [] . I  knew 
what was going to happen [].
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Another longer term change following bereavement is revising the 
relationship with the deceased. Traditional theories of bereavement 
advocated relinquishing the bonds with the deceased (Lindemann, 
1944; Freud, 1957; Bowlby, 1980). However, this prescriptive 
‘ideal’ did not seem to fit with the experience of most of the 
participants interviewed:
/  know people say about you should get over it and grief 
models speak about getting over it but why should I, I  am still 
his mum. (Mary)
Emma seemed to want to retain her identity as a mother, even after 
both her children died:
I ’ve got this life that my children are still part of. I  mean 
they ’re still there really you know, they always will be inside 
me, inside my heart, inside my head, they are just not 
physically there. [  j  On your list you notice I  put mother first 
because it is important for me to still think o f myself as a 
mother.
Many of the accounts seemed to fit with the more contemporary 
theories of bereavement where the bereaved revise rather than 
relinquish their relationship to the deceased (Walter, 1996). There is 
a greater understanding that maintaining symbolic connection with 
the deceased can assist rather than hinder the process of adaptation 
(Hagman, 2000).
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Ways of coping
This section focuses on how participants have coped with the 
suicide of their child, looking at less researched coping responses 
such as finding a suitable explanation for the suicide, giving 
significance to the suicide and having symbols of remembrance as 
well as coping resources such as support groups and counselling. 
Themes that are well known in the trauma or bereavement literature 
that were cited by participants, such as making ‘downward 
comparisons’ (Willis, 1981), for instance to people losing a child to 
AIDS, have not been invoked here.
Coping Responses
In order to come to terms with a crisis, most people need to 
understand why the crisis happened (Taylor, 1983). Interestingly all 
the participants invoked psychological discourse when talking about 
their child and some seemed to médicalisé suicide, perhaps as a way 
to explain suicide and deflect their feelings of responsibility. For 
example:
Sam had been ill and the illness killed him, a terminal illness, 
depression, just as life threatening as diabetes or cancer. [  j  
Killing yourself is dying from an illness, even i f  the illness has 
only been there for an hour. (Mary)
By constructing their child’s suicide as an illness, participants 
potentially avoided looking at their own interactions with their 
children and associated feelings whilst simultaneously still holding a 
potential explanation for their death. Other participants drew upon 
circumstances out of their control as an explanation for their child’s
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suicide, thus renouncing any sense of responsibility that either 
themselves or their child may have in the suicide. For example:
/  feel as i f  it was fate really, it was meant to be and you can’t 
change that. (Pauline)
All the rationales invoked by participants seemed effective in 
providing an explanation to the suicide whilst preserving the 
integrity of both their child and themselves. Preserving integrity was 
perhaps why several of the participants pursued complaints against 
the NHS after their child’s suicide. Participants may see this as a 
potential means of getting an explanation and holding someone 
accountable, other than themselves or their child. For example:
And to help us as time passed. I I I  tell you what we did, we
pursued a complaint against the mental health tmst. (Jane)
The notion of preserving the child’s integrity also seemed apparent 
in some of the participants’ talk about the language of suicide. For 
example:
I  don 1 like the word commit, it sounds like a crime [ ]  so I  
tend to use he phrase ‘he took his own life ’ which I  think loses 
that connation. (Pamela)
Participants not only wanted to understand why their child died 
through suicide but also looked at the implications of the suicide for 
their life now. Learning about their strengths or qualities in the face 
of adversity, or gaining insight into the importance of relationships
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may have helped to defend against the feelings of loss or 
hopelessness at the suicide of their child. Participants invoked 
concepts such as greater empathy, change in priorities and improved 
relationships, all of which were addressed earlier.
Aside from meaning making, all the participants referred to symbols 
of remembrance as a way of helping them cope with their child’s 
suicide. Many referred to the grave of their child as a source of 
comfort; however, more idiosyncratic ways of remembrance were 
also cited such as planting flowers or having a bench at the scene of 
the death and planting trees in the garden. Maiy explained:
I  found a Mothers day card which he [her deceased son] 
hadn’t sent me. I  find Mothers day particularly hard but I  
always put this card out [ ]  eveiy mother’s day. (Mary)
A  couple of the participants also spoke about how their jobs have 
helped them. For example, Valerie stated that:
I  have worked quite a lot since that [the suicide], to keep my 
mind busy, to keep my mind occupied so that I  don 1 have time 
to sit and think too much.
The aspects of coping above were generally cited by all the 
participants. However, each participant also had their own 
idiosyncratic ways of coping, such ‘just being out in the 
countiyside” (Pamela), "flowers helped hugely” (Jill), ‘‘reading 
about Celtic spirituality'’’ (Jill) and "reading the local obituaries''’ 
(Mary). These all reflect the individuality of participants’ coping 
responses following the suicide of their child.
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Coping Resources
All the coping strategies highlighted above can be located at the 
intrapsychic level of coping according to Breakwell’s (1986) 
integrative framework of identity. Other coping strategies can 
operate at the interpersonal and group/intergroup levels (Breakwell, 
1986). This was visible in participants’ accounts of attending 
support groups:
Contacting the compassionate friends [a support group for 
bereaved parents, with a special suicide sub group] helpline 
shortly after Sam died made me realise I  was not alone, others 
had suffered the same pain that we were experiencing. (Mary)
Most of the participants spoke very highly of support groups as this 
possibly enabled them to be with others who had been bereaved by 
suicide, thus potentially eliminating the stigmatization and negative 
distinctiveness (Breakwell, 1986), in this context at least, that some 
participants felt with other people who had not experienced such a 
hereavement. However, this positive experience did not resonate in 
all of the participants’ accounts. For example:
/  think they [suicide support group] make more 
generalisations [about thé child that has committed suicide] 
and I  don’t think that generalisation fits and somehow it 
clashes with me hugely. (Jill)
It seemed therefore, that the social interaction and intergroup coping 
strategy may only in fact be helpful in coping with suicide 
bereavement if one’s experience was actually heard and understood.
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It may also suggest that there needs to be a commonality not just of 
experience but also of understanding that experience.
Other coping resources that participants invoked were counsellors 
and religious figures such as a priest or minister. For example:
/  talked to Paul, our minister, quite a lot, he was very patient 
bless his heart and I  valued talking to Paul greatly. (Pamela)
Participants seemed to find talking about their deceased child 
difficult with friends and family but turned to support groups, 
counsellors and ministers to do this. Perhaps these allowed 
participants to embrace their deceased child by telling (and retelling) 
their loss.
OVERVIEW
This study has highlighted some of the difficulties experienced by 
mothers who have lost a child to suicide, which included a potential 
threat to their maternal identity. This research also explored the 
implications of their experience for their psychological and social 
well-being and how they managed such difficulties.
The findings of this study present an initial picture in a previously 
under-researched area. IP A makes no claim to generalisability and it 
should be reiterated that this study does not move its conclusions 
beyond its participants but instead helps to build up an increasingly 
complete picture of the experience of losing a child to suicide.
Participants were drawn from support groups and the researcher is 
aware that members of a self help group will have received formal
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support and that this may have an influence on their degree of 
insight in relation to their child’s suicide not evidenced in other 
mothers bereaved through suicide who may not have received any 
support following the loss of their child or may not have the ability 
to talk about their experience of loss so clearly.
In addition, the sample overly represented the experiences of losing 
a son to suicide. In some ways this reflects the current statistics for 
suicide which, according to Mind, shows that males between 25 and 
34 are more than four times more likely than women to complete 
suicide (www.mind.org.uk). Future research should look at the 
experience of losing a daughter to suicide in a more concerted way. 
Given the suicide statistics, and the social construction of females as 
more passive and less given to aggression (suicide may be seen in 
terms of aggression against the self) than men, there may be even 
more stigmatization against a mother whose daughter takes her own 
life.
Despite these observations, the present study represents an initial 
exploration of the research topic upon which other researchers can 
build. The use of Breakwell’s (1986, 1992, 1996) identity 
framework provided a useful tool to enhance interpretation of the 
identity experiences of mothers who lost a child to suicide. It was 
particularly relevant to an understanding of the self efficacy 
principle, which is the least developed of the four identity 
principles. It was consistently reported by participants that losing a 
child to suicide elicited feelings of failure in relation to bringing up 
and protecting their child in both their own eyes and in the eyes of 
others, thus posing a threat to maternal identity.
It was apparent that in many cases positive distinctiveness was 
challenged as a consequence of losing a child to suicide. Most of the 
participants spoke about feeling separate from other people 
following their child’s suicide and the prolific stigmatization that
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seemed to follow the suicide meant that distinctiveness was 
experienced in a negative way.
The insights gained from this study have significant implications for 
Counselling Psychologists. Most of the participants in this study 
reported having difficulty reconciling their identity as protectors of 
their children which led to feelings of failure. A counselling 
psychologist might focus on exploring and helping to reconcile this 
identity as well as other dysfunctional beliefs a mother may hold 
about herself and build her sense of efficacy. Furthermore, many 
participants also spoke about the disruption to their ‘assumptive 
worlds’ (Janoff-Bulman, 1992). A counselling psychologist might 
therefore offer the opportunity for mothers to make sense of the 
suicide through their ‘world view’ by clarification of personal 
values, beliefs and priorities.
All of the participants spoke about their great need to talk about 
their deceased child and many felt they were unable to do this with 
family or Jfriends, especially with the passing of time. Counselling 
Psychologists may therefore prove an invaluable source for a mother 
to disclose her feelings about her child who has died. Therapy 
should therefore give space for a client to talk about their child 
without holding an agenda for the client to ‘move on’, which may 
only be repeating the unsolicited experience they have with friends 
and family.
However, any therapist, including counselling psychologists, need 
to be aware of the stigmatization that mothers who lose a child to 
suicide may face and also to explore their own feelings towards 
suicide before starting work with such a client. Several participants 
found the word ‘suicide’ objectionable due to the connation of a 
crime. If a counselling psychologist is going to work with mothers 
who have lost a child to suicide they should perhaps mirror the 
language that the client uses for the suicide.
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Many of the participants reported positive changes following the 
suicide of their child such as improved relationships and greater 
empathy. If clients have not mentioned these sorts of changes it may 
be helpful to explore this in therapy. However, the counselling 
psychologist needs to tread carefully and be particularly cautious in 
their choice of words. McMillen (1999) suggested that phrases such 
as ‘by-products’ and ‘becoming stronger’ are usually better 
understood than words such as ‘growth’ or ‘benefit’. If sensitivity 
prevails on the part of the therapist, allowing the client to perceive 
growth arising from the negative event may assist the client in 
maintaining self-esteem and enhancing their sense of control.
It is apparent in this study that mothers who have lost a child to 
suicide have wide ranging experiences. Counselling psychology 
may therefore be especially relevant to helping those bereaved by 
suicide by the emphasis on understanding the client’s unique life 
experience.
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Appendix One: Explanatory Letter.
Dear Survivor^
I am a trainee Counselling Psychologist at the University of Surrey, 
conducting a research study which looks at how a mother’s ideas 
about herself might be affected by the death of her child through 
suicide and how she might cope with this experience...! would like 
to hear about your experience of losing your child and how you 
think this might have affected your ideas about yourself, if at all.
Unfortunately, there has been very little research done to investigate 
the experiences of people losing a relative to suicide and none which 
has specifically looked at how your child’s suicide may affect your 
feelings of being a parent. This is why I am undertaking this 
research.
In order to conduct this study I am seeking mothers who have lost 
their son or daughter, who was over the age of sixteen, through 
suicide at least two years ago. If this applies to you and you would 
like to volunteer for the research then I would like to speak to you 
over the phone just to make sure we both think it’s the right time for 
you to do this. If we agree to proceed then we can arrange an 
interview which should last between sixty and ninety minutes. All 
information will be handled in accordance with the Data Protection 
Act 1988.
At the end of the interview, if you wish to talk further, I will be 
happy to arrange another meeting or direct you to local 
support/counselling organisations depending on you preference. 
Interviews will take place at Guildford University and will last 
around an hour.
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I hope that this research will help counsellors, psychologists and 
therapists working with people, especially mothers, who have lost 
their child through suicide. I also hope that if you take part in the 
research you will find it helpful to talk about your experiences.
I recommend that you think carefully about your feelings in regard 
to taking part in this research and possibly discuss it with close 
friends/relatives. If you would like to take part in this research, find 
out more about it, or arrange a meeting in which I can discuss the 
research further then please ring me on 01483 689176 or e-mail me 
atoliviathrift@hotmail.com.
Kind Regards 
Olivia Thrift
Trainee Counselling Psychologist.
Supervised by:
Dr. A. Coyle 
Senior lecturer 
Department of Psychology 
School of Human Sciences 
University of Surrey, Guildford 
GU2 7XH.
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Appendix Two: Screening/assessment procedure via telephone 
contact.
(Offer to ring her back so she isn’t paying for the call)
Broad areas to cover (in conversational tone, this is NOT an 
interview).
Introduce myself and the research; this research is an exploration of 
the implications of losing a child to suicide for maternal identity.
Explain the commitment that interviewees have to make; you should 
be willing to attend an interview in the next 3-4 weeks that will last 
approximately an hour, although the length of the interview will 
really depend on how long you need.
Research not therapy: It is imperative that you are clear that what 
I’m inviting you to be involved in here is a piece of research and not 
therapy. That means that whilst I’ll be taking care to ensure the well 
being of interviewees. I’m not offering anything long-term, and 
being interviewed might not be the right thing for you to get 
involved in at this time We can look at this more in a minute.
Exclusion criteria: Unfortunately, I can not involve anyone whose 
child committed suicide when they were under the age of sixteen or 
who lost their child to suicide less than three years ago. You don’t 
need to tell me more about it if your not comfortable with it but 
perhaps one of these criteria apply to you?
If yes: Explain that unfortunately I can not invite her to take part. 
Thank her for her time and interest. Mention that I am aware that 
she has taken the trouble to make contact and might feel 
disappointed not to be offered an opportunity to tell her story. Ask 
her if she would like me to give her some information on services
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she can get in touch with? Take some time over this so she does not 
feel brushed off
If no: Just so we can make sure that this is the right thing for you to 
get involved with, do you mind if I ask you a few questions? Do you 
have some privacy now for us to talk a bit? If not arrange a time to 
call her back.
Questions
Maybe you can start off by telling me something about why you’ve 
responded to my letter?
Is there anything in particular you are hoping to get out of taking 
part?
Watch for signs o f wanting therapy
Do you have friends and other supportive people in your life that 
you feel comfortable in talking to and leaning on in times of need? 
Note caution i f  the answer is no or there are covert signs that 
support is not all it could be
Could you talk to him/her/them after the interview if you needed to? 
Note caution i f  there is hesitancy, deliberation or the answer is no
How do you feel about taking part in research like this, do you have 
any reservations or worries? And do you feel you are ready to take 
part in this kind of research?
Are you in therapy or counselling at the moment?
I f  yes: That’s great in that if you do take part you have somewhere 
to take any upsetting or traumatic feelings that might be raised. 
However if it’s O.K with you I would like it if you could speak with 
your therapist first if you do decide that you would like to take part
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in this research as he/she might want to discuss with you how this 
might affect your therapeutic work together.
The interview will be conducted sensitively and will be pretty 
flexible in terms of letting interviewees decide what and how much 
they want to say. I hope they might be of some benefit to those 
taking part. However, there is a possibility that talking about an 
experience like this could trigger unexpectedly powerfiil emotions. 
(Does she seem able to hear that?)
If you did decide to take part and you became upset how would you 
like me to respond?
Concluding the call i f  deemed suitable: I won’t be starting 
interviews for about another three weeks. However I think it’s 
important that you have a few days to think about the things we 
have talked about just to make sure that you are comfortable with 
taking part or you may decide that you want to give it a miss. So if 
it’s o.k with you can I give you a call or you call me in a couple of 
days?
Concluding the call i f  deemed unsuitable: Thanks her for getting in 
touch and for showing an interest. Say that on reflection I’m 
wondering if this might not really be the best thing for her to get 
involved in at present. Mention that I am aware that she has taken 
the trouble to make contact and might feel disappointed not to be 
offered an opportunity to tell her story. Ask her if she would like me 
to give her some information on services she can get in touch with? 
Take some time over this so she does not feel brushed off.
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Appendix Three: Research Consent Form.
An exploration of the implications of losing a child to suicide for 
maternal identity: an interpretative phenomenological analysis.
The aim of this research is to explore how a mother’s ideas about 
herself are affected by her child committing suicide.
You have agreed to take part in an informal interview about your 
experiences of suicide bereavement. The interview will be recorded 
on audio-tape so that, in writing up the research, I can cite 
interviewee’s experiences directly. In order to protect your 
confidentiality I will not quote any identifying information such as 
names and locations. In making the transcriptions, therefore, your 
name will be replaced by a letter and I will not record the names of 
other people or places that may arise during the interview. Once 
transcribed, the audio-tape recordings will be erased.
You are fi*ee to withdraw from the interview at any time and can 
refuse to answer any of the questions. Please note that there are no 
correct answers to any questions, the research is interested in your 
experience of the bereavement.
Please read the following paragraph and if in agreement, sign where 
indicated.
I agree that the purposes of this research and what my participation 
in it would entail have been clearly explained to me in a manner that 
I understand. I therefore consent to being interviewed about my 
experiences of my child’s suicide. I also consent to an audio-tape 
being made of this discussion and to all parts of this recording being 
transcribed for the purposes of research.
Printed Name................................
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Signed  ..................... ..............
Date................................. ............
On behalf of those involved with this research project, I undertake 
that, in respect of the audio-tape(s) made with the above participant, 
professional confidentiality will be ensured and that any of the 
audio-tapes or transcribed material from audio-tapes will be for the 
purposes of research only. The anonymity of the above participant 
will be protected.
Printed Name ..... .................
Signed............. ............... ................
Date..............................................
Witness Name............................... Signature.
Date....................
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Appendix Four: Information Sheet.
Thank you for participating in this research study. It would be very 
useful if you would read and complete this information sheet about 
yourself and your child. The information that you will give will 
never be used to identify you in any way because this research is 
entirely confidential. However, if you don’t want to answer some of 
the questions please do not feel pressurised to do so.
1. How old are you? ( ) years
2. Which of these best describes your current status?
(tick the appropriate answer)
Married_________________ ___
Divorced________________ ___
Separated----------------------------
Single__________________ ___
Living with partner___________
Widowed----------------------------
3. How would you describe your ethnic origins?’
Choose one section from (a) to (e) and then tick the 
appropriate category to indicate your ethnic background.
(a) White
British
Irish
Any other White background, please write in below
The format o f this question is taken from the 2001 UK census
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(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write in below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below
(d) Black or Black British
Caribbean
African
Any other Black background, please write in below
(e) Chinese or Other ethnic group
Chinese
Any other, please write in below
What is your highest educational qualification? 
(tick the appropriate answer)
None ----
GCSE(s)/0-level(s)/CSE(s)___
A-level(s)/AS-level(s) ___
Diploma (HND, SRN, etc.) ----
Degree------------------------- ----
Postgraduate degree/diploma__
What is your current occupation?
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6, Was your child a son or daughter to you? 
Son ______ Daughter _____
7. How long is it since your son/daughter died?
8. How old were you at the time of your son/daughter’s death?
9. How old was your son/daughter when he/she died?
10.a) Do you have any other children?
Yes (go to part b) No (end of
questionnaire: thank you)
b) What age and sex are they?
11. Have you received any sort of counselling or therapy since 
your child’s death?
Yes No
Thank you for completing this questionnaire
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Appendix Five: Support Organisations
Survivors of Bereavement by Suicide (SOBS)
Centre 88 
Saner Street 
Analaby Road 
Hull
HU3 2TR
Tel: 0870 241 3337 (9am-9pm every day)
SOBS is a self-help, voluntary organisation in which many o f those 
helping have themselves been bereaved by suicide. It offers a 
telephone helpline, group meetings (in a number o f locations), one- 
day conferences, residential events and bereavement packs.
PAPYRUS
Roseendale GH
Union Road
Rawtenstall
Lancashire
BB4 6NE
Tel: 01706 214449
Papyrus was founded by parents who had lost a son or daughter to 
suicide. It encourages the provision o f support to those bereaved by 
suicide.
Samaritans
Tel: 08457 90 90 90 
email: JO@samaritans.org 
Helpline for people in distress
The Compassionate Friends
Tel: 98451 23 23 04 
Email: info@tcf.org.uk
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An organisation o f bereaved parents and their families offering 
understanding, support and encouragement to others after the death 
o f a child or children.
Offers a helpline, local group meetings, one-to-one visiting, 
telephone and/or letter contact, retreats and gatherings.
The British Psychological Society
ST Andrews House 48 Princess Road East 
Leicester, LEI 7DR 
Tel: 0116 254 9568 
Email: enquirv@bps.org.uk
United Kingdom Council for Psychotherapists
167-169 Great Portland Street 
London, W1W5PF 
Tel: 020 6436 3002 
Email: UKCP@nsvchotherapv.org.uk
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Appendix Six: Books for people bereaved by Suicide
A Special Scar
Alison Wertheimer.
Draws on the experiences o f a wide range ofpeople and situations.
A Voice for Those Bereaved by Suicide
Sarah McCarthy
Sarah McCarthy's talks about her experience o f losing her husband 
to suicide.
Bereaved by Suicide
Patrick Shannon
Booklet explaining some o f the emotions that can follow a death by 
suicide.
Dear Stephen
Anne Downy
A mother’s letters to her son, in diary form, written during the first 
year after he took his own life.
My son...my son: A Guide to Healing after a Suicide in the 
Family.
Iris Bolton
Iris describes her pain, mistakes and lessons to be learnt fi'om her 
son’s suicide.
Silent Grief: Living in the Wake of Suicide
Lucas.
Gives practical advise for those whose loved one has committed 
suicide. The book also shares inteiMews with swMvors.
The Bereaved Parent
Harriett Samoff Schiff
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Not specific to suicide but is a comprehensive book on coping with 
the death o f a child, whether it happened in infancy, teenage years 
or adulthood. It is aimed at parents at any stage o f bereavement.
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Appendix Seven: Interview Schedule 
Preliminaries
Introduce the researcher and remind participant o f the nature and 
aims o f the research project. Acknowledge our recent telephone 
conversation. Use this time to build a rapport and to convey a 
warm, “real” person, who is interested in the interviewee, values 
her experiences and who is resilient enough to hear what she has to 
say. This allows us gradually to warm up to the interview itself.
Offer (as a printed sheet) some contact details for ongoing future 
support (outside o f the support group she was recmited fi'om). Give 
this to her NOW and not later so that she does not mistakenly think 
that an offer o f support at the end is an indication that she needs 
help
Explain the personal and potentially disti^essing nature o f the 
inteiMew material and that, i f  at any point she would like a break 
(or stop completely) then to inform me. Explain that I  will ask her i f  
she would like a break/termination i f  I  suspect she is distressed, and 
remind her/clarify the ways in which we agreed (during our initial 
telephone conversation) that I  would respond in the event that she 
becomes distressed. Emphasise her right to withdraw from the 
inteiMew at any point, without pressure o f an explanation, in which 
case I  will destroy the tape recording o f the interview.
My plan is that weTl spend between one to two hours together. I’d 
like you to determine how long we spend on this as this is your time 
and you can take as long as you feel you need. Before we begin 
perhaps you have some questions or concerns you’d like to talk to 
me about?
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Ask the interviewee to complete the consent form, background 
information questionnaire and ‘Who am I ’ questionnaire.
I envisaged that we might begin by talking about your relationship 
with (name of child) before he/she died. However, I would like to 
know how you feel about starting here: whilst this information 
would help me try and get a sense of your relationship I want to be 
guided by you, so how do you feel about starting here?
Prompt: I f  happy, continue; i f  unhappy elicit why she is unhappy 
and explain to her that, whilst knowing a bit about her son/daughter 
helps me to put the rest o f what she 7/ say in context, it might be that 
starting this way isn 7 right and let her take the lead.
Information regarding the mother/child relationship before death.
1. Perhaps you could begin by telling me a little bit about (name of 
child) before he/she died.
(Prompt i f  necessary: How would you describe his/her personality 
characteristics and emotional qualities?)
(N.B listen out for which words the inteiyiewee uses to describe her 
child’s death e.g. death, loss, suicide, killed him/herself and use in 
later questions where I  have used‘died’.)
1. How would you describe your relationship with (name of child)? 
(prompt for emotional quality o f the relationship)
3. Thinking back to before (name of child) died can you tell me a bit 
about how life was for you?
(prompt: ask about leisure pursuits, work, friends)
4. I’d like to get a sense of what being a mother meant to you before 
(name of child) died?
198
5. How important was it for you to be a caregiver to (name of 
child)?
6. How important was being a mother to you compared to being a 
(refer to ‘Who am I?’ list) e.g. wife or worker?
7. What, if any, sense of responsibility for (name of child) did you 
feel?
8. {Refer to background information questionnaire) I see from the 
questionnaire that you have (how many) other children. How would 
you describe your relationship with him/her/them before (name of 
child) died?
9. Before (name of child)’s suicide did you have any thoughts or 
feelings about mothers whose children eommit suicide?
The context o f the suicide.
If it is O.K with you, I would now like to ask you a few questions 
about (name of child)’s death.
(Refer to background information questionnaire). I see from the 
questionnaire that (name of child) was (age) years old and that 
she/he died (length of time) years ago.
1. Could you tell me a bit about the events leading up to (name of 
child)’s death?
(prompts: -what was happening in (name o f child’s life) at the time? 
-what was happening in your life at the time?
2. Could you tell me about the circumstances surrounding (name of 
child)’s death?
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Avoidins promvtins for details that she may find too distressing to 
recall. But lookout for:
Whether it was his/her first suicide attempt 
Whether it was a violent suicide 
Whether she found the body 
Whether a suicide note was left
3. Can you recall your initial feelings and reactions in the immediate 
aftermath of (name of child)’s death?
(prompt: can you describe these to me)
look out for sense o f responsibility and self blame
4. Can you tell me how you felt/acted towards your other child(ren) 
in the period immediately after (name of child) died?
5. Did you tell your fiiends about (name of child)’s suicide?
(prompt: how did this feel)
6. a: I f  yes: What was their reaction? (Prompt: did you feel 
supported by them)
b: I f  no: What were your reasons for not telling your fiiends 
about (name of child)’s suicide?
7. Did you tell/talk to anyone else about (name of child)’s suicide?
8. What, if anything, did you do to help you through this time? 
Longer time period
Let’s move now to explore a longer time period, that between your 
experience of your child’s suicide and where you feel you are now 
in terms of dealing with it.
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1. We have spoken about your initial feelings and reactions after 
losing (name of child). Can you describe to me the emotions you 
have experienced in the time since then and now?
2. In what ways, if any, has losing (child’s name) through suicide 
affected how you feel about yourself?
3. What do you think has fostered these changes?
4. Do you and your family talk about (name of child)’s suicide?
Look out for avoidance o f talking about child and nature o f death 
being taboo
5. If asked by someone you do not know well how many children 
you have, what is your reply? What makes you say that?
6. If someone asks you how (name of child) died, what do you say?
7. Many mothers who have lost a child report that their lives change 
in significant ways after their loss. In what ways, if any, has your 
life changed since (name of child)’s death?
(prompt: maybe you feel there have been changes in relationships 
with family and friends, perhaps you have more leisure interests or 
these may have decreased, has your sense o f who you are changed, 
or perhaps your views on the meaning o f life and death have been 
altered.)
8. What do you think has fostered these changes?
9. I f  she has other children and has not spoken about changes in her 
relationship with them: Do you think your relationship has changed 
with your other child(ren) since (name of child) died?
I f  y  es: a: in what sense and b: why do you think this might be?
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10. We have spoken a little bit about your experience of support at 
the time of (name of child)’s suicide. I’d now like to ask you if you 
received any support between that time and now from friends, 
family or professionals. What is your experience of support over this 
time period?
(Prompt: did you . receive positive responses or perhaps negative 
responses? Did it make you feel differently about yourself?)
11. What, if anything, did you do to help you cope as time passed 
since (name of child)’s death?
(Prompt: for example, perhaps you feel that certain personality 
characteristics, new hobbies or changing priorities or other things 
you can think o f were important to help you get through this time?)
12. Since (name of child)’s suicide have your thoughts or feelings 
about mothers of children who commit suicide changed? (If yes) in 
what way?
Closure:
Before we end. I’d like to spend some time reflecting on what it has 
been like for you to take part in this research. We can spend as much 
time as you feel you need on this. Firstly is there anything which I 
have not covered that you would like to talk about? I f  yes can you 
tell me why you feel that this should have been part of our 
discussion? .
Were there any moments in the interview when you felt that I did 
not understand or used the wrong language?
I f  yes: When did this happen in the interview? What was it that I 
didn’t seem to grasp? What language would you rather I had used? 
(Thank interviewee for these insights)
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How do you feel about taking part? Was there anything about the 
discussion that you found helpful/unhelpftil? In what way was that 
helpful/unhelpful?
Thank the interviewee for taking part. Remind inteimewee that their 
identity and the identity o f others disclosed in the interview will 
remain confidential and what they have said will be treated with 
utmost confidence. (Advise interviewee that a follow up session is 
available on request for anyone distressed or in need o f support as a 
result o f this research project.) Remind her that she will receive a 
copy o f the research report.
Other prompts/probes/caveats that can be used throughout the 
interview
Could you tell me more about that?
Could you give me an example o f what you mean?
How did that make you feel? How do you feel about that?
Why do you think that might be?
It is by no means expected that you would have had these sorts o f
experiences or have been affected in this way
There is no correct answer; I  am interested in how you feel
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Appendix Eight:‘Who am I?’ questionnaire
There are eight numbered blanks on the page below. Please write up 
to eight answers to the simple question ‘Who am I?’ Just give up to 
eight answers to this question. Answer as if you were giving the 
answers to yourself, not to somebody else. Don’t worry about logic 
or ‘importance’. Go along fairly fast for time is limited.
1
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Appendix Nine: Transcription for Jill
O: I was thinking of starting off the interview looking at your 
relationship with Edmond before he died but really it’s up to you 
and I’d like you to start where you feel comfortable. If it’s o.k. 
maybe you could tell me a little bit about Edmond before he died.
J: He was a lovely lovely boy and it wasn’t just me who said it it 
was every member of the family and his friends people who met 
him on the street he was just very very sociable and very easy 
always smiling, a friend at the funeral said um how he’d taught me 
to laugh about thinking and to think about laughing and that 
describes him quite well because he was serious thinking but at the 
same time always...laughing and he studied literature and drama 
those were his two subjects and he consequently wanted to know 
everything and experience everything, he went to the extremes of 
everything he wanted to um read all poetry and he was very well 
read but he would read extreme poetry extreme literature he took us 
to the Cheltenham drama festival or literary festival and I didn’t 
realise he said he wanted to introduce us to the Beat and he used to 
read about the beat generation and listen to some music and I didn’t 
realise until I got there that it was the beat nicks which was my 
generation and he was totally taken with these people and their 
thinking and they were all into drugs and they were a lot of them 
committed suicide and that was the sort of atmosphere that he was 
attracted to and music he loved extremes of music so he wanted to 
experience things and drugs were just.. .the automatic thing that he 
would go into to experience you know I’ve given a talk about him 
drugs and his death and there were three aspects of his personality 
he was very very sociable he loved his friends, he had this desire to 
experience everything and he had a huge social conscious now the 
drugs um culture in the sixties was to change the world really and he 
wanted a new society and it was amongst the groups of people they 
all liked they all wanted to be together and so Edmond was the same
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he used to go these raves and parties always with people so the drug 
culture satisfied that aspect it certainly satisfied the extremes he saw 
colours changing he told his fiiends that he’d never seen such 
colours he could hear he could hear grass growing and a social 
conscious he was a member of Amnesty International. He was doing 
his last year at school and I teach at school and the girls really took 
well some of them were interested in charity work but he actually 
went into a mental hospital and did almost a years work there every 
week and that was just an example of what he was and he just took 
up drugs I think just recreational drugs and then he worked in a 
hotel which I actually introduced him to I suggested that he work 
there and the hotel trade is apparently full of drugs because they are 
so over worked and to relax they turn to drugs and I think he just got 
stuck deeper into it and I don’t think he could get out. He went away 
for a year well a few months in a gap year to Australia and New 
Zealand and I think he loved it it was really good but even then he 
would go into the drugs side of things living amongst the people 
who were taking drugs and then he came back and he then went to 
university for a term and then he came back at Christmas and he was 
the ideal son the only person he wasn’t this loving happy person to 
was his brother he clashed with him and he was quite horrible to 
him at times which was really sad um but apart fi*om that he was 
o.k. with Harry but to us to my husband and I he was the perfect son 
and he gave us all including Harry cards at Christmas with a 
personalised message um and it was really goodbye but it was a 
beautiful I mean that’s treasure we’ve got to keep and then he went 
back to university and killed himself within two or three days and 
his friends say that oh it’s easy to understand he just got so deep into 
drugs he couldn’t find a way out so he took the noble way of dying.
O: Was he very open with you, did you have an open relationship 
like where you aware that he was taking drugs?
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J: I was yeah he did talk to me. I remember phoning one of the 
charities up because I was I knew it wasn’t just cannabis he’d gone 
on to Ecstasy and I think LSD um and I wanted to know all about it 
and I remember the man on the phone saying well you know it must 
be a comfort to you to know that he’s talking to you and that’s a 
good sign but my husband wouldn’t didn’t want to know he would 
just say you’re not on drugs Edmond are you and Edmond would 
say no but Mark would write cheque after cheque after cheque for 
him so I couldn’t talk to my husband and it was having terrible 
effects on our marriage um but yes all the way along Edmond 
always said I’m not telling you everything mum um and I didn’t 
know how bad he was it was his friends who pointed out Psychosis 
and Schizophrenia I didn’t know that he managed to hide that he 
was a good actor.
O: And how old, do you know roughly how old he was when he got 
into drugs?
J: I think quite a young age um I can’t remember exactly...fifteen, 
his fiiends said he smoked a lot of cannabis, now the research that’s 
been done just recently all this mental um suffering that he went 
through could have just been cannabis so and that’s I’m sure he 
thought that was safe.
O: And how would you describe the emotional quality between the 
two of you?
J: Oh, my sister says that I’ve lost a soul mate. He wrote a card to 
me, not just the card at Christmas but he’s written so many lovely 
things and one of them was thanking me that he got his Buddha my 
husband is big and very easy going and eh said he got his Buddha 
patience from Mark but that he got his passion from me and he was 
thanking me for it.
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O: And thinking back to before Edmond went back to university and 
died can you tell me a little bit about what life was like for, for 
instance with work and friends?
J: Well I was teaching which is quite tough at the time I remember 
he used to say we don’t do enough talking in the family and I wish 
we had sat down and talked he had a best friend and I had tried to 
set up his mother and her son and Edmond and I all to go out 
together and talk about the drugs cause she knew that they were on 
drugs but it never happened but Edmond was quite more than 
willing to sit down and talk and he used to I work at the top of the 
house next to sort of a step ladder and he used to come and sit at the 
top of the stairs and just talk to me and he was really interested I’m 
quite a newly trained teacher so I’ve got lots of good ideas well I 
think they’re good ideas, new ideas and I used to, established 
teachers are not happy about trying out new ideas really they want a 
life made easy and you can understand it cause it’s such a lot of 
work but he was interested and he used to sit and really discuss all 
that I was doing and trying to do
O: And did you go out and socialise, I mean it sounds like you were 
very busy with your work
J: Yes we always we used to entertain a lot having people to the 
house. We’d go the ballet and theatre occasionally
O: How did you, is that the way you would relax after work?
J: I swim as well, so I swam three or four times a week. I was 
training to do Massage and Edmond was very keen for me to do that 
and used to say believe in yourself mum but I haven’t been able to 
do it since he died. I did an Indian Head Massage three days I 
started it three days after he died and it was only because I could 
hear him say believe in yourself mum, the first Saturday, he died on
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the Wednesday and I remember we went up to Hull and we came 
back from Hull and I went straight into the class and the person’s 
head that I was practising on was Edmond you know so ever since 
then I haven’t been able to do anything but I’m only just now 
beginning to start again I want to I’m going back to retrain.
O: And I’d like to get a sense of what being a mother to Edmond 
meant for you
J: I was very proud of him. He was a very good actor you know I 
was really proud to see him going forward, I wasn’t proud of the 
drugs. I mean I really felt that he would come out of it, I was 
convinced that he would but I felt very close to him, uncannily close 
really at times it was really like a sixth sense for example I had the 
dog I brought her home as a puppy and I didn’t know what to call 
her and I ended up calling her Tasha and then Edmond came back 
days afterwards with his great love of his life called Natasha now 
that could easily be said was a coincidence but that sort of thing 
happened every now and again and I feel his presence now and I 
feel close to him but he was the most beautiful little boy he was so 
lovely. We’ve had nothing but happiness from him really in twenty 
years
O: And how important was it to be a caregiver to Edmond; did you 
see that as a role for you?
J: Actually I wasn’t very good at the illness side And that’s one of 
my. I’ve got various guilt and that’s one of them, because drugs 
were damaging him physically you could see I went to a Tai Chi 
class in the village and every time I went there I was always 
opposite a poster of drugs and it was sunken cheeks and I thought 
that’s Edmond and I’ve got photographs of both Edmond and Harry 
from when they were bom every year saying I am four I am One I 
am five I am Two and Edmond at about eighteen certainly the last
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photograph he’s thin, his arms are thin his face is sunken they really 
took there toll and I it’s not in my nature to be a nurse so if that’s 
what you think about caring
O: well how about I guess that’s one way on caring but I guess 
maybe you have a different conception of caring
J: well I always wanted the best for, it’s a comfort to me to think in 
Australia on the way out to Australia he stayed in Hong Kong with a 
friend of ours who um were friends when Edmond was a baby and 
their son was a baby and she wrote to me saying she had told him 
that whenever I asked her to look after Edmond right from breast 
feeding I would express milk and get all the food ready for her to 
give Edmond so he could see you know he did know that I loved 
him I didn’t never not tell him but that was somebody else telling 
him you know that I went to great lengths to look after him as a 
baby and I always did when you read his books from school Mark 
goes away a lot so it’s dad who’s away but mum is always there to 
look after us.
O: And was that important for you, if your husband was away, for 
you to look after him?
J: Yes yes and I think we gave him a very lovely home.
O: And how important was it for you to be a mother compared to 
say a sister, fiiend or teacher or other roles you have?
J: I remember going to the doctor when Edmond was quite young 
saying that I didn’t think I was a good wife really, that I felt I was a 
much better mother than wife and the doctor was lovely he just say 
well think you wouldn’t be a mother without your husband and it 
was just a very wise thing to say but yeah being a mother is the most 
important.
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O: And I’m just wondering what, if any, sense of responsibility did 
you feel towards your children as they were growing up?
J: I think I took on the whole of the responsibility you know if any, I 
worked all the way through part time but it was my role to make 
sure there were babysitters or nannies who yeah the whole hog 
really.
O: And was that something that you wanted to take on rather than 
having to as your husband was away?
J: Yeah it was, yes I was quite old when I had children and I 
desperately wanted children all through my life you know it was a 
joy to have them.
O: How would you describe your relationship with Harry before 
Edmond died?
J: It was lovely the whole balance between Edmond and Harry was 
lovely they were two totally different people and Edmond was the 
passionate one and the emotional one and I could explode with 
Edmond and come down it was a very fiery relationship and very 
close and Harry is just comfortable a comfortable relationship, it’s 
the he’s the same as Mark, so it’s the same relationship that I’ve got 
with Mark and I remember when the police came to tell us about 
Edmond my memories of colour because the fires were going and I 
remember I was dressed colourfully and I wore make-up which I 
didn’t wear for about three years I’ve gone back to wearing it now 
um and I think Harry and I had just eaten and we were just going to 
sit down and watch Star Wars on the television and the whole 
atmosphere is a memory of comfort and that’s what I think about 
Hany.
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O: And when you described your relationship with Edmond as being 
able to go up and it being quite fieiy I just wondered if you could 
tell me a little bit more about that, it sounds like you were really 
able to express yourself
J: I could or hot so much express myself but be understood, he had 
great empathy and it wasn’t just me again it was his friends but he 
could look at me and I would know that he completely understood. I 
remember sitting with my mother I didn’t get on terribly well with 
my mother and we were sitting round as a family in a restaurant and 
I said something and my mother exploded at me and I just looked at 
Edmond and he didn’t say anything to support me or support my 
mother it was just a look of understanding and I knew I had 
someone who completely understood the situation and that’s the sort 
of relationship we had. I mean Hany was there and he would come 
in with a criticism you know you shouldn’t do that or it wouldn’t be 
exactly the same at all so with Edmond it was a very deep 
understanding.
O: And before Edmond died did you have any feelings about 
mothers whose child committed suicide had you ever given it any 
thought?
J: Well I remember yes Mark’s grandfather killed himself after the 
First World War and I remember Mark, Edmond and I were sitting 
in a pub not long before he died and we told him but I hadn’t 
thought about the mother bit of it at all but I had thought about 
suicide.
O: Um if it’s o.k. with you I’d like now to look at the situation 
surrounding Edmond’s death. Could you tell me a little bit about the 
events leading up to Edmond’s death?
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J: I was very very worried incredibly worried and it was just 
feelings it was instinct, even him going to University um I did an 
open university at summer school and Edmond was in Hull and 
Mark came up with me and we stopped off in Hull on the way back 
to see him and he obviously didn’t want to see us, he was at a bus 
stop talking to a girl and he got in the car with us and he was talking 
about boys at university not liking him that they thought he was gay 
because he had long hair that they were picking on him he was just 
paranoid and he sat in the back of the car and the boys looked 
through the car and he said look there they are looking at me and 
this wasn’t him it absolutely wasn’t him he was an outgoing social 
guy and the drugs had got to him and he knew it was the drugs that 
were doing it so he’d become paranoid and we went out to this place 
and he was such oh I can’t describe it it was such horrible feelings 
that something was so wrong and I went to pick him up at Christmas 
and I’d arranged to meet him at a certain time and he didn’t turn up 
and I was watching all the parents collect the children thinking I’m 
different I’m not going through what they’re going through and I sat 
there feeling so low and then Edmond came out eventually when 
everyone had gone and I think what eh was doing was that his friend 
had taken a huge amount of drugs and he hadn’t come round and I 
thing Edmond was trying to help him and he phoned the hospital on 
the way back but I just had a premonition that things were wrong.
O: And what was he like in the time he was back at Christmas?
J: I remember him talking to his friends on the phone and his friends 
had obviously said I’m finishing with drugs and Edmond said oh 
mum will be pleased cause I am as well and I thought you know 
that’s the end and that he was happy he had two nights out on 
Christmas day in the evening and this is what his friends say as well 
and he took drugs an new years eve he went out and took drugs but 
apart from that but he couldn’t sleep he was up all night and then he 
would try and sleep in the morning but it completely ruined his
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cycle I mean he was in trouble at college as well at university he 
wasn’t going to the lectures first thing and we had letters from the 
grant people that he would lose his grant if he continued to fail to 
attend lectures so things were not right and he was going back to 
exams that he said he wasn’t studying but he was also in a play 
when he was going back and when he came back to stay I said let 
me test you on your lines Edmond and he went through the first 
page and he said I can’t do any more these drugs have affected my 
memory so he was fully aware of what was happening.
O: And what was your relationship like at this time, did you feel that 
it had changed in anyway?
J: I wanted desperately to get someone to help him, he phoned up 
just before Christmas he was at hull and he’d juts come out of a 
binge he said he could no longer just go out for a few beers or take a 
few drugs he had to go over the top until he was unconscious and 
then someone would take him back to his room and he would sleep 
through it and then again he’d just come out of one it was about 
eight o’clock on a Saturday morning and I was desperate and he said 
he would talk to someone if I could find someone and I desperately 
tried to find someone and I phoned a fiiend of mine in Bournemouth 
and she said oh the person. I’ve done counselling training myself, 
and I went on a summer school fi*om this lady fi*om Bournemouth 
and somebody else who lived in Hull and she was actually a 
counsellor at the university but it turned out that she was a 
counsellor for the other university in Hull and this friend in 
Bournemouth said phone her up and see if she’ll help and I phoned 
her up and she said how dare you phone me up and this is every one 
was lovely dovey in this summer school and all hugging each other 
and supportive how dare you phone me up at eight o’clock on a 
Saturday morning and it’s no good the mother phoning me up it’s 
the boy that’s got to phone me up and it’s no good the boy phoning 
me up after a binge he’s got to come and see me in the cold light of
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day and I slammed the phone down and I’m sure she didn’t know 
but in two or three weeks he was dead and then when he came home 
at Christmas I so wanted to find someone who could help him and I 
got a Cranial Sacral therapist who has got lots of skills not just the 
massage and he I think is a miracle worker he’s fantastic and I took 
Edmond to see him and he was the only one that he would see he 
wouldn’t go to the Counsellors and he went there a couple of times.
O: And then he went back to university....
J: And the students said he locked himself in his room not locked in 
but he didn’t go out at all he didn’t take drugs and he was in his 
room with a bible and the Tibetan Book of the Dead and said that he 
had found god and he phoned us up the night before he did it and we 
were in bed and Mark got up to answer the phone and my heart sank 
when I heard it was Edmond I thought oh no coming out of the 
binge was happening again and what was I going to do how was I 
going to say anything and Mark spoke to him and apparently he said 
to Mark I love you dad and I don’t think he’s ever said that and he 
said I want to talk to mum and Mark said well she’s in bed and he 
said get her up I want to talk to her and I got to the phone and he 
told me he’d thrown his bag away holding his cards and money his 
phone everything he’d owned he’d thrown in a hedge because it was 
a test he said now what the test was I don’t know and we actually 
saw the bag it had been in the police station so he talked about this 
but he then said I love you mum and tell Harry I love him and I love 
God and those were the last things he said and I am religious so it is 
a great comfort to me to think he’d found god and he was atheist, he 
had had an upbringing of religion.
O: And do you remember your feelings when you were having this 
conversation with him?
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J: My feelings were more for my husband because I had a row with 
him in bed and that’s a great regret of mine because I got up the 
following morning and I said to Mark after my brain had worked it 
out that sounded like a goodbye call do you think he’s going to kill 
himself and Mark just laughed at me but had I been on a peaceful 
plane see I was upset because I thought this phone call before 
Christmas was repeating itself so I was uptight and I lost my rag 
with my husband so I was completely uptight and I wasn’t peaceful 
you know if I thought then it was a goodbye call maybe I would 
have got up there and don’t know maybe
O: And do you remember being informed about Edmond?
J: My great fear with Edmond was that he was going to get involved 
with either carrying drugs abroad or even getting involved with 
drugs abroad and being put into prison that was what I was terrified 
of and I think he was beginning to get into dealing amongst his 
friends cause he had a mobile phone and he had no money at all it 
was all going into drugs and I hate to say that I hate to admit that but 
at the back of my mind I was afraid of that and then the police called 
and then all my thoughts of suicide had gone because Mark laughed 
at me so when the policeman called I said oh it’s my son isn’t it and 
he must have thought oh I knew he was going to die I don’t know 
because he hadn’t even come through the door he just stood there 
and I said it’s my son isn’t it and I turned around to Harry and he 
said yes he’s been found dead in his university room and that’s how 
he told me you know it’s nothing like the film he didn’t say like sit 
down I’ve got something horrible to tell you he just said that and I 
think I went into spasm and shock and I don’t actually think my 
body has come out of that spasm.
O: Can you tell me a little bit more about that, what makes you say 
that?
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J: Well I’m sexually impotent, I have absolutely no interest, no 
desire to see a romantic film no desire absolutely dead I feel as 
though I’m functioning sort of but my whole being is functioning 
from the top level there’s a whole lot of me underneath that is frozen 
absolutely frozen. I don’t ever experience joy you know people say 
if you’ve experienced great depths of misery then it will be balanced 
by great joy but that’s not true, if I could be released from it maybe 
it would be true the only way I think that would be true was if we 
had grandchildren.
O: And do you feel this sense of being frozen happened from the 
moment you were told?
J: I think handled it very very badly that policeman he even wanted 
to phone up his colleague and tell Mark now Mark lived in Sunbury 
and he wanted to tell him and allow him to drive home you know he 
had no idea no idea what he was going to do because Mark reacted I 
actually told him no I don’t want that to happen I want to tell Mark 
when he gets home and I phoned Mark up and all I said was please 
come home and he didn’t question me and he put the phone down 
and came straight round and he thought that Edmond had given up 
his course but he actually collapsed he was spasming, he couldn’t 
work for eight months but what happened with me where the sword 
went, you know he died with his sword don’t you, he fell on his 
sword which is the noble way of dying that’s what I meant by 
choosing a noble death and where the sword went in I started 
coming up with a rash I can’t remember what they called it and this 
rash has grown ever since then slowly but grown all round my body 
all down my legs all up my arms but it’s still growing and it started 
the day he died. He was my first-born.
O: And do you recall any other thoughts or feelings that you had 
when you had?
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J: I actually had a huge experience There’s some artificial grasses 
near the kitchen now I go through there all the time and it never 
touches me but after the policeman called when he left I went 
through there and it touched me and it was the most strange not 
eerie it was although I was being wrapped with peace a cotton wool 
wrapping of peace just through this touching of the grass it was 
really strange but I think that lasted for years not months years but 
that sustained me and I like to say that that was the peace of god 
surrounding me.
O: Were you able to express the shock and the feelings when you 
found out, you mentioned you were frozen I’m just wondering if 
you cried or did you talk to Harry or your husband?
J: Initially well I had it took Mark over an hour to get home so I had 
a period of being on my own and I frantically phoned people up 
because I thought I haven’t got any pathway to god and he doesn’t 
listen to me so I phoned up the priest and I phoned up this woman in 
Bournemouth and I phoned the mother of the best fiiend and I just 
wanted to talk and then after that I remember sitting in the rocking 
chair there and thinking that I’m back here again because I’ve been 
miserable at times before and I felt as though I was back there you 
know it was a familiar state and I think why my husband broke 
down was that he didn’t have any familiar states he hadn’t had any 
great dramas in his life this was the first thing to hit him and it hit 
him really hard but it took me all this time for it to come out it’s 
seeping out but I have broken down and on three occasions I 
thought I was going to vomit on the spot so I have had terrible 
periods of huge emotion coming out but it didn’t break me and I 
think Mark was quite broken.
O: And can you tell me how you felt and acted towards Harry in this 
period immediately after Edmond’s death?
218
J: I couldn’t bear him going out. I remember Mark saying that he 
would like to chain him to the bed post and I didn’t like either of 
them going out because I thought I didn’t know Edmond was going 
to do it so they may go out and they’re not going to tell me they’re 
going to do it and that might happen and that lasted for some time. 
But I think Harry has been looking after us in his own way. I mean I 
tried very hard always to be with him wherever he was. He wanted 
to go to on some trip abroad and we went to the school and I just 
wanted to do everything as I would have done with him anyway and 
we did lots of things as a family the first Christmas we went to New 
York so we were just good together.
O: And there was a sense of protection it sounds
J: Oh yes but what I think he was feeling was he was protecting us 
I’ve only just realised that just a few years on but we did a lot of 
things together and he moved into Edmond’s room I think it took 
me about sixth months to sort it out and he set up his room Edmond 
as a museum really he had a section of family photographs a section 
of his girlfiiend. Harry went in there Harry wore his clothes for a 
long time he wore something round his neck that Edmond had given 
him then gradually all that went and he became his own person 
again.
O: And did you tell your friends about Edmond’s death?
J: I told everybody
O: And did you tell them how he died?
J: Yes
O: And can you tell me a little bit about their reaction?
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J: They were appalled.
O; and did you feel supported and listened to?
J: Yes yes I had huge support.
O: Did you ever have experience of negativity?
J: Yes huge, I think two or three days after certainly before the 
funeral and I went into Aylesbury and I went into Marks and 
Spencer’s and Edmond had another very good friend and I used to 
meet his mother occasionally in Marks and Spencer’s and I see her 
there and I went up to her and touched her arm and she just walked 
off she didn’t say hello she said nothing and walked away and it was 
me that touched her and I went into the changing rooms and I 
sobbed and sobbed and I thought this is going to be it because he 
committed suicide they’re going to completely ostracise me .
O: And did you have any thoughts about why that had happened?
;
J: I don’t know maybe she couldn’t cope but I’ve had quite a few 
experiences like that.
O: And did you talk to anyone else about Edmond’s death, anyone 
professionally or support groups?
J: No not immediately. I mean I’ve had therapy and that ended 
really badly and that experience with the woman was horrible um so 
I didn’t want to go and I ended up cancelling. I think Edmond was 
very, I would come home having cried and cried and cried 
obviously my face was terrible and nobody said a word in the house 
and I thought they didn’t realise what I was going through but 
Edmond was so astute and so in touch with what I was doing that he
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must have known what was going on and I think that might have put 
him off wanting to go near counsellors I don’t know I’m supposing
O: And I’m just wondering if there was anything, maybe there 
wasn’t, that helped you through that time in the immediate aftermath 
of Edmonds death?
J: Teaching did, cause I went back to teaching straight after the 
funeral and just having to perform but the minute the day was over I 
would collapse having to stand up in front of a class of girls that 
helped me, the grave helped me because I put so much energy it was 
a focus for me and I covered it in chamomile and I put spring bulbs 
spring bulbs have just finished but they were beautiful snowdrops 
crocuses and that was immediate, flowers when I think back I think 
flowers helped hugely the house was full of flowers
O: And do you have any sense in what way did these flowers help 
you?
J: I suppose seeing something beautiful in such a tragedy. I’ve just 
been reading a book called sacred flowers and I think that’s a word I 
would use that they are sacred, they were gorgeous.
O: So you’ve told me a little bit about your initial feeling
J: Can I tell you something else that helped me it was reading about 
Celtic spirituality because I didn’t want to go to a church, I don’t 
know why but um the priest my priest gave us his home in North 
Wales for a week in the summer and it was gorgeous and the whole 
feeling of Celtic and I read a book actually I gave it to Edmond just 
before Christmas and Harry’s commented that he didn’t ever put it 
down all the time he was here over Christmas and there was a book 
and a bookmark on the chapter of suffering when he died but that
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helped me thinking about nature as opposed to religion in the 
church.
O: Did you turn away at all from the church at that period 
afterwards cause you said you found it difficult to go?
J: I did, I couldn’t tell the difference between Edmond and Jesus it 
was very very strange, I couldn’t bear to sit in church and look at the 
cross, I couldn’t bear it and I had two episodes in church the priest 
not the priest that .gave us his home oh just weeks after he was 
describing Mary it must have been Easter April time it was although 
a sword pierced her heart uh that was an occasion when I though I 
was going to vomit on the spot I was totally distraught I had to go 
out and sob and sob and sob I couldn’t understand how he could say 
that maybe you don’t do you I don’t know maybe nobody can 
understand what it did to me maybe it’s beyond understanding but it 
really did hugely affect me and then a few months later he said 
another thing he was talking about a boy committing suicide and 
about how it damages relationships and that the relationship with his 
rhother was so damaged and he did it again and I walked out of the 
service again sobbing it was unbelievable, totally unaware, I don’t 
think he would do that on purpose. Cause Easter time for years, 
Easter I still don’t like Christmas I hate Christmas but Easter this 
year really has been the first time certainly the first time I’ve been 
able to go on good Friday but I wish someone would tell me what 
was happening in my mind cause I still don’t understand it the two 
were merging and the thought of nails going in was similar thing to 
a sword going in.
O: And do you still struggle with the overlap between Edmond and 
Jesus?
J: I do cause I can’t talk to Edmond, I can’t that’s praying to a god 
not necessarily Jesus or his death but I feel as though we’ve been
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looked after since Edmond has died and I don’t know if it’s Edmond 
looking after us or god you see and I can’t talk to Edmond cause I 
don’t know if I should be talking to Edmond or God and I went to 
the priest and I said I’m in turmoil I don’t know what to do and 
somebody oh yes I did actually ask for help at the G.P and they put 
me in touch with this nurse it was awful cause what he said what 
you’ve got to do is talk to Edmond simple, go buy a sex manual to 
get better relationship with your husband and talk to Edmond 
goodbye and I couldn’t talk to him and I went to see the priest and 
he said stop doing just be and even now I just go to the grave and 
there’s this wall that I sit in this beautiful position with trees over it 
and we’ve got a grave stone that Mark designed which is really 
lovely and I just sit and I just absorb it all and that was really good 
advice but I still can’t talk strange.
O: So I’m wondering if you can tell me about any thoughts or 
feelings you’ve had in a longer period of time, as time went on 
rather than the immediate aftermath.
J: Well the two other occasions where I nearly vomited I was in 
Sloane Square in London going to catch the train to go home and it 
was all closed and I said what’s happened the ambulances were 
there and they said oh a girl has thrown herself under the train and 
they described how her leg was kicking uh and Edmond didn’t die 
quickly, no he didn’t die quickly at all, deliberate I think and that 
flipped me and I remember hugging the wall sobbing and I knew in 
my brain it was saying this is London nobody is going to take any 
notice of you and it was absolutely true but I hugged the wall and 
turned down towards Chelsea the flower garden and I didn’t know 
where I was going I’d arranged to meet Mark and I was sobbing and 
sobbing and sobbing and I didn’t know what I was doing and I knew 
I was going further away from the tube that I had to get on to go and 
see Mike and then a taxi drew up right by me and a woman got out 
and I got in still sobbing I don’t think I had any tissues and the taxi
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driver actually gave me tissues in the back and Said was I all right 
and he put me down by Trafalgar square by the gardens and I went 
that was another experience I has I went and sat and I knew I had to 
sit on the ground I didn’t want to sit on any seat it had to be the 
ground and that again was just after Easter cause I remember we 
were talking about Jesus in the wilderness and how the angel the 
wild animals the angels and I remember sitting there looking at the 
ducks and I think the squirrels and no one was taking any notice of 
me which I knew they wouldn’t and it struck me that that was me as 
well I was sitting there looking at the animals and I was sure the 
angels were looking after me. And the other time was that I had to 
visit my Aunt in Guy’s Hospital and that’s where I gave birth to 
Edmond and I went back twice to hospital cause he had a kidney 
complaint and he had grommets in his ears and I stayed over night 
with him and it walking down the same corridor and ugh that was 
horrible. But each of these experiences uncovers another layer.
O: And do you think it affected as time went on did your sense of 
who you were change at all, how you felt about yourself?
J Yes I would say the way I would describe myself now is tainted 
socially. I don’t think people I don’t want to be hugely social any 
more I think I have become reclusive and I’m quite happy to be on 
my own and that’s as a consequence.
O: And is there anything else about yourself that’s changed?
J: I’ve become much more in empathy with great sadness. I can 
detect who will listen to me who can talk and I can detect other 
peoples if they’re in great going through great sadness. My depth of 
understanding has changed.
O: And did your relationship with Hany change at all over a longer 
period of time?
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J: I don’t think so no.
O; And would you say you’re quite close with him now?
J: Well it was never as close as I was with Edmond no I would never 
get this look from Harry but he’s an extremely lovely boy he really 
is I can feel the warmth from him so he’s a lovely son but I think 
that’s always been there.
O: And how about your relationship with Mark?
J: I think it’s grown it’s grown stronger it might seem furmy to say 
that but I think it’s changed Mark hugely, massively. He’s become I 
hope every now and again I see this stubborn streak that wouldn’t 
take on board that Edmond was doing drugs and I react badly but 
that doesn’t happen any more really he has become and he’s trusted 
my instincts more because before he used to laugh about things but 
there was a lot of what I was saying that was proved right that he 
wouldn’t accept before
O: I guess like the conversation you said you’d had the night 
Edmond rang
J: yeah that right that’s exactly right. We are stronger I think we 
were heading for a divorce. In fact people say when their child dies 
they know it’s coming somehow but I didn’t know it was coming 
but certainly the drugs were pulling me down and I was having 
Psoriasis but all that disappeared almost over night and people say 
it’s a relief when they die and I felt this relief of not having to worry 
about the drugs any more and I had the grief to contend with but at 
least the drugs were over.
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O: You mentioned earlier that you felt guilty and that this comes 
from a number of areas and I wonder is that a feeling that’s still with 
you?
J: I think it is yeah and I think all this might be to do with guilt. I’m 
actually going to receive therapy I’ve asked from the doctor. My 
husband and I have been to Relate to try and sort ourselves out um 
the woman has decided that she can’t do anything for us until I get 
myself sorted out so I went to the doctor and said I want to see a 
Psychiatrist, I saw a Psychiatrist and all he wanted to do was give 
me drugs which I don’t want to do but she put me in touch with a 
Psychologist or a psychological nurse and she was lovely really nice 
and I don’t know if I’ll see her it’s when someone becomes free but 
I feel she could do a lot of work and I got a feeling that she 
understood.
O: Can you tell me a little bit about what you feel guilty about?
J: Well I’m frozen and I know that I don’t use my voice and I don’t 
sing I don’t use my voice and I think as a child I was repressed and 
it was all repressed with my voice and this nurse understood and she 
said the first thing she’ll do is work on my voice. But the aspects of 
guilt I couldn’t just say it I mean they flash through my mind slowly 
usually at night and I think uh should I have done that but for you to 
ask me now I couldn’t just reel them off and it’s all very well saying 
you shouldn’t feel guilty there’s nothing you could have done ha-ha 
but it’s deeper than that.
O: I noticed earlier when you said about you being upset about 
coming back from Counselling and whether Edmond had seen that 
and it sounded as if part of it in some way there was guilt on your 
part there
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J: Yeah absolutely absolutely you know Edmond saw what it was 
doing to me and therefore he wouldn’t go near it yeah that’s an 
aspect of guilt yeah.
O: Um do you talk about Edmond at all with your family?
J: Oh Mark and I do yeah yeas he was lovely to Mark to oh it’s I get 
more upset now thinking about what it’s done to Mark and what it’s 
done to Harry. Harry hasn’t ever I don’t think he’s come out of it I 
think he’s suppressed it but Edmond had a strong understanding of 
Mark I think Mark was very very he loved him very very much and 
was proud of him cause he was quite bright Edmond. Mark and 
Edmond went to see this obscure play in Stratford and apparently on 
the way back which takes about an hour or so Edmond explained the 
whole play to Mark in graphic detail and it’s the first time he’d seen 
the play and Mark was just so very proud that he could understand 
it.
O: And do you talk with Harry at all about Edmond?
J: No Harry isn’t a person who would chat easily. I say to him I said 
just recently do you still miss Edmond and he nodded which means 
a lot it means yes I do but nothing comes out at all.
O: I’m wondering if someone asks you how many children do you 
have...
J: Two and one is dead. The chances are then they’re not interested 
so nothing more is said so I don’t have to go into it in any detail. 
People don’t want to go there.
O: And do you feel you would like to go there if somebody gave 
you the opportunity or are you pleased....
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J: No I would like any opportunity, I love talking about Edmond and 
I don’t get the opportunities really.
O: Many mothers who have lost a child report that their lives change 
in lots of ways and I was wondering if you feel this?
J: The massage I stopped. I do circle dancing and it’s no it’s no it 
has stopped me physically I mean I’m recovering physically now 
but I went through a stage when I didn’t think I’d ever walk again, I 
bought this vibrating pad cause they asked me I only do half a 
timetable at school and last year they asked me to up it to eight per 
cent and it nearly wrecked me it had a terrible effect on me and my 
back was going my hip was going my feet were going everything I 
was hobbled they used to say at school they would feel sorry that I 
couldn’t walk properly and now I can actually walk it’s wonderful.
O: And do you think that as a result of Edmond?
J: I think so. My grandfather lost his wife quite early on and within 
the year he was an arthritic cripple he didn’t ever recover again and 
I thought that was happening to me but luckily it didn’t.
O: And I was just wondering have any of your views on religion or 
life and death changed?
J: Oh yeah, well I don’t know about changed but I think about death 
a lot yes I do. There is just so much tragedy but I am also sure that 
there is something beyond the grave and I’m sure I’ve felt 
Edmond’s presence. I knew love was very important to him and I 
knew I wanted to read at the funeral and the passage about love and 
I thought it was in John’s Gospel and his bible that was in his bag 
that he threw away and I took it out and went through it page by 
page by page and I couldn’t find so I just went like this with the 
bible and it opened and I’ve done this several times since and it’s
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never opened and it was uncanny and I felt Edmond behind me 
laughing saying there you are mum it was so strong and I read C.S. 
Lewis cause his wife died and he says you only feel the dead 
person’s presence when you’re happy and that’s that has been my 
experience with Edmond and I’ve had several experiences like that 
so I’m sure its not the end.
O: And did you think that it was the end before Edmond died?
J: No not really but it’s easy to you know to put it to one side it’s a 
huge subject and it’s so mysterious you know we’re not meant to 
understand it but we are told quite clearly that there is life after 
death in the church sorry in the Christian faith so I just believed it
O: Um and do you think there’s been any other changes, I’m just 
wondering if your confidence or self esteem or aspects like that have 
changed?
J: I think people’s reaction to things change in school for instance so 
I think I must have changed 11 don’t court popularity or being liked 
in any way now I’m quite happy to do what I’ve got to do regardless 
of you know whether it turns people away from me I don’t know but 
my confidence I don’t ^ o w  I haven’t got any confidence about 
being a mother that’s that’s wrecked you know I can’t share in 
conversations with other mothers and expect them to listen to my 
views.
O: Can you tell me a little bit more about that?
J: I feel as though I’m a failed mother...I think I think that’s true or 
I feel that they think I’m a failed mother. I did have another lovely 
experience when I was doing the embroidery on this quilt in the 
priest’s house we went to the summer after he died and I I was 
reading about drugs and a girl was saying that what needs to be done
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with somebody who’s on drugs is to actually physically take them 
and remove them from the drugs and I thought uh I didn’t do that 
with Edmond that’s the one thing I didn’t do I talked to him I made 
it plain that I didn’t like it but I didn’t ever lock him in his bedroom 
or I don’t for a minute think that would work but I didn’t do that um 
so I was racked with guilt and Harry and I took Tasha she came 
with us as well down to the beech and Harry I was sitting on the 
rock with her near me and Harry was throwing stones in the sea and 
I though uh no uh I should have done that I should have done that 
and I could hear Edmond then saying o.k. you made a mistake but 
don’t worry I’ve got to explain as well a few years before that one 
of the songs from Crosby Stills and Nash is we have a veiy very 
very fine home and Edmond had drawn on cards a house and but 
these silhouettes of four people which was obviously us all together 
and he’d written on it you put coal on the fire I put flowers in the 
vase the cat’s in the back yard we’ve got a very very very fine home 
and he gave me this years before he thought about killing himself 
I’m sure and that came flooding back to me and it was Edmond 
saying o.k. you made mistakes but we had a very very very fine 
home.
O: It sounds like that you feel that it was a very fine home and that’s 
why you have this connection with Edmond but that other people 
look at you very differently?
J: Oh I’m sure that people say ohh there must have been wrong 
somewhere for him to do that they are surely saying things like that 
and that’s.. .you know it makes me cringe because his friends know, 
oh and another thing that’s right we had an inset at school a woman 
came to teach us how to teach the children about drugs (sigh) and 
she had all her own information was out of date to begin with and 
she did it in a flippant light hearted way and um she said something 
about I can’t remember she said something that upset me very few 
people die with drugs you know don’t worry and I bent down and
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some tears came but I recovered and then towards the end of the 
speech she said but you can tell the girls that are on drugs they’re 
the sad cases and I couldn’t hide that I just said you’re wrong and 
Edmond was not a sad case and she was is wrong because I’ve got 
another friend who’s a mother a teacher a mother at school and it’s 
the sociable the girls who are involved in it all who are on drugs and 
I just had to walk out and I sobbed and sobbed and sobbed and it felt 
like hours after that you see that hurts and people don’t know 
Edmond and I can’t. I’m not eloquent he was actually eloquent but I 
can’t explain what my son was like and I want them to know that he 
wasn’t a sad case. She should have checked her facts, in fact I’ve 
experienced it before with people lecturing about drugs and totally 
unaware that there might be somebody and I have been in t eh 
audience not having lost Edmond but knowing that my son was on 
drugs and wanting crumbs of comfort or knowledge of how to cope 
but laughing at their children about their children being fine and 
people should think carefully, you don’t know who you’re talking 
to.
O: I asked you if you’d received any support from Compassionate 
fiiends or similar agencies and you mentioned you had but not 
straight away...
J: Yeah they were good they were really good but not the suicide 
people. It’s funny I can’t get on with them.
O: Can you tell me a bit about that
J: I don’t understand it...I think they make more generalisations, 
most people that I come across whose children commit suicide have 
either had a history of trying to commit suicide or a history of 
mental illness in which they’ve talked about doing it and the parents 
talk in those terms about our children are the sensitive type who 
can’t cope with life um and I don’t think that generalisation fits and
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somehow it clashes with me hugely I don’t know if I can make you 
understand because I don’t understand myself what goes on but I 
just know and I went to a SOBS meeting and the same thing really 
happened then that I couldn’t.
O: So it’s like your experience isn’t echoed there
J: No that’s right it wasn’t echoed. I don’t feel that anybody can say 
he did the noble thing I mean they wouldn’t understand what I 
meant from that cause you hear people say he should fall on his 
sword not meaning it literally but you hear it in politics so it’s still 
considered and we actually talked about a Japanese author who feel 
on his sword not so long ago Edmond and I at Christmas and I was 
reading something by a Japanese author and then sure he thought 
that it was the man
O: And so it sounds like you don’t feel understood at these 
meetings.
J: Yeah that’s right the last one I went to they were talking about a 
chemical that’s missing in the brain to cause somebody to commit 
suicide and I can’t remember if it’s sunnie
O: Serotonin
J: Yeah well maybe a lack of that puts you in the suicide bracket and 
I have read that drugs have the same effect on the brain that it 
reduces the serotonin and I said that in the meeting that it could be 
drugs and the man in front of me was shaking his head and I could 
feel myself squeezing up
O: That sounds like you weren’t even allowed to be listened to 
really
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J: I think that was the thing, it certainly had an effect on me.
O: And did you speak to anyone else, you mentioned on the form 
that you spoke to somebody at the church
J: Yeah she was a priest, actually a nun came and saw us as well, 
she was really good, she came and sat with Harry as well and got 
him to talk a little bit but the priest in the church she was a lady 
priest who had some counselling training and she saw me for a few 
months and she was nice and it gave me an opportunity really to talk 
about Edmond but I don’t feel she got to any depth to get to this 
frozen state. And I can describe this feeling by describing something 
similar, I have trouble with my jaws, clicking jaws and I’ve got a 
childhood memory that I thought was a happy memory but I was 
sitting again in a restaurant with my mother it seems to happen in 
restaurants um and she divulged that this was not a happy event it 
was a traumatic event and she was having a miscarriage and it 
happened over night and I said where was I when this was going on 
and she said oh you I don’t know where you were and I was only 
two years old and she must have been screaming the whole night 
long and I’ve been in a therapy group and screaming has a terrible 
effect on me and I think it takes me right back to that childhood 
experience and my jaws seized and it took two years to open I 
couldn’t get food and I could open my mouth and that was all 
because my mother had reacted in that way and told me that that 
was a lie really and that was my jaw seizing and I think my whole 
body has gone into spasm this time.
O: And thinking about being frozen do you think your emotions are 
frozen or is it more just a physical reaction?
J: I don’t look forward to anything the end of term I mean it used to 
be such a relief but I don’t feel that relief I just go from one thing to 
the next what has next got to be done so it’s like a plodding horse so
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I don’t feel I don’t feel joy and I don’t feel relief I feel great sadness 
but even great sadness I think I live in fear of my husband having a 
heart attack and I think even that I would live through so whether 
everything’s been stunted I don’t know.
O: So in some ways you feel maybe great sadness and great feelings 
have gone in some way as well?
J: I feel as though there is nothing that could be...much worse. I 
would think that it is only the joy that has gone
O: And do you have any sense of why that joy has gone?
J: No...no
O: Is there anything, you mentioned about the period immediately 
after that flowers and things like that helped you through that time, 
do you think on a longer period of time is there anything that helped 
you?
J: you know I teach Physics and I teach A’ level physics and I still 
find it quite testing to do A’ level problems and I enjoy it and I want 
to carry on doing it and I want to carry on learning and focusing on 
doing those problems really was a great help because it would calm 
me right down and I would have to really think about what I was 
going and I would enjoy what I was doing and that was good and 
dancing, circle dancing is good to and reading, I don’t sleep, I have 
hours awake at night and my reading has improved hugely, I read 
lots of different sorts of books.
O: And why do you think you can’t sleep?
J: Well my sleep pattern has changed, I lie awake for hours
sometimes and I don’t know how my body keeps going sometimes.
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My mind wanders so what I tend to do is get up have a drink and 
then read so that focuses my mind until I go back to sleep.
O: I wondered if there was anything else really that helped you cope 
as time passed, just whether you felt you had any personality 
characteristics, anything internal that helped at all?
Silence
O: Maybe not, I mean sometimes priorities change
J; Well I worry too much and I do do worry what people think as 
well and I feel as though... I don’t know. I was hugely angry with 
myself cause I felt angry and begging to have him back and I was 
really angry at this woman and I was on the phone but I I feel 
disappointed with Edmond that he went down the drugs route but I 
didn’t really feel angry
O: And do you feel that drugs caused Edmond to die?
J: Oh yes but he was very taken with Sylvia Plath, I think death can 
take hold of you can’t it. I mean he was hearing voices, what the 
voices were telling him I don’t know.
O: And you mentioned actually earlier the words psychosis and 
schizophrenia, are they words you use or...
J: It’s his friends that have used those words, his girlfriend got lots 
of information from the internet about drugs and that recreational 
drugs can cause psychosis and Edmond was saying some very 
strange things at Christmas but we couldn’t we couldn’t understand 
he said to me in the car did I realise that the balance between day 
and night was changing and I thought if it was this is really strange 
actually I thought if it was the whole world would be aware of it um
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so I thought it was peculiar I just registered it as something really 
odd and I hope I’ve kept this newspaper cause I read something 
about global um dimming and the sun is getting dimming and 
whether Edmond had detected this I don’t know and they are very 
very worried and it is happening quickly there is something in our 
atmosphere that’s causing the sun to get dimmer but it’s happening 
apparently tomatoes are not ripening properly and it’s increasing in 
severity and people are so frightened about it that it’s not making 
the headlines so people don’t know about it, it’s strange really.
O: So his girlfriend had looked up the words...
J: It was his friends really and his girlfriend said that he was sitting 
in the pub with her and he looked out of the window and he said can 
you see the people dancing out of the window and there was nobody 
there and then somebody else said can you hear the man talking 
over the instrumental music and there was no one there at all. One 
friend was frightened that he was going to kill himself because he 
said he’s not making sense, he’s talking but the words don’t make 
sense, we didn’t hear that to such an extent just these odd things he 
was saying but his English was making sense.
O: And since Edmond died have you had any thoughts or feelings 
regarding um mothers whose children commit suicide?
J: No not really because I can’t find anybody to identify with if I 
could then you know. Suicide has actually been the last thing for me 
to come to terms with cause I think we’ve got three things, we’ve 
lost a son, all the drugs and the suicide so it’s three huge things to 
come to terms with and to begin with Mark, whenever something 
new hits us he goes out and buys stuff and he’s bought me books 
and he’s bought it all about suicide and some of the things that were 
written were horrific you know that there’s something wrong with 
the person who’s left, there was something wrong with your
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relationship and you should go to therapy to sort yourself out so that 
the same thing doesn’t happen again and when someone who has 
just lost a son reads that it’s hugely upsetting, you know they’re just 
doing research without any heart in it at all so there’s some awful 
things written about suicide.
O: So just before we finish I was wondering if there is anything you 
would like to say that hasn’t been covered?
J: Well I feel I am unable to express a lot, things to do with the guilt 
really and I would like to try and express what goes on and my 
feelings
O: And do you have any sense of what makes it difficult for you to 
talk about it?
J: It’s more than not having the words, gosh, I need to have someone 
to help me through it, I think that’s how I feel and that’s what I’m 
hoping, I haven’t laid all my feelings or ideas out and I can’t analyse 
them I can’t think them through.
O: And what stops you laying them out with say Mark?
J: Oh I can’t talk to Mark, I say something to him and oh really he 
goes and the next thing he’s talking about his job, his job is 
everything to him, he’s not a people person really, he’d hate me for 
saying that, he’s much more work orientated. I need somebody to 
spend time to enable me to get it all out and I haven’t spent that 
concentrated time with people
O: And what do you think it is about the relationship that would 
enable you to express yourself, do you have any ideas, is it to do 
with trusting?
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J: Oh yes but they have to be able to be interested in me, cause I 
can’t. It’s very easy for me to stay on a level where I appear to be 
coping very well so you know but there is another level where I still 
bring things up, usually expressed through negative emotions and I 
feel if I’m still expressing negative emotion then there is still stuff to 
work on. And it’s important for me not to forget Edmond. I made a 
big photograph album on the first anniversary of his death, I had all 
his friends round for a party and it was lovely and the album goes 
from when he was bom right through to when he died and that’s a 
lovely memory jogger it was really nice.
O: You mentioned the anniversary and you had people round and I 
was wondering what the funeral was like for you and did you have 
an inquest?
J: Oh, the inquest was the worst but the funeral was beautiful it was 
really lovely it was flowers again and um the priest was really nice 
he he organised this and I knew for months actually I could only 
listen to John S ta le r, I couldn’t listen to any other music at all and 
I wanted song to Athene and the priest and we got to the door and 
we walked through and the nave was completely curtained off and 
on the coffin I had asked for white orchids and the florist had done 
them beautifully and they were all in a spray with this deep green 
greenery and I had my eyes fixed on the orchids and we came round 
the curtain just to the opening and the crescendo to song for Athene 
just started up and I looked into the nave and the church was full 
about sixty people had come from Hull on a coach and considering 
it was his first term at university and they had come from the first, 
second and third year he had got to know them and it was full and it 
was just lovely and I didn’t break down and I read so that worked 
o.k. and his fiiends spoke about him but the inquest. I know that he 
fell on his sword we knew that he’d set it up and he was an 
intelligent boy so he knew what he was doing and he positioned it 
exactly, it didn’t go through his heart because he would have died
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out right, he positioned it so he went down and then he pulled 
himself off the sword and the doctor said the sword came out the 
other end there was two holes and the girl in the room next to him 
said that all she heard during the night was someone going ohh and 
what he did he had the Tibetan Book of the Dead open on the floor 
with candles around and he pulled himself off the sword and went 
down onto the ground to die and I learnt all this in the inquest and I 
went home and looked at the Tibetan book of the Dead and there is 
a section on the best position to die for your soul to leave your body, 
called the sleeping lion position and the woman who found him the 
cleaner talked to me and said it was exactly as if he’d done that, I 
wanted to see the photographs but the man changed his mind and 
said it would be too dramatic but he did sketch out Edmond’s body 
for me, so he was on the ground and he actually bled to death, it 
wasn’t the sword piercing his heart, but the inquest was hugely 
traumatic you know it was all laid down appropriately but initially I 
didn’t know how he died and didn’t know till the inquest the details. 
The coroner was very very nice and I can’t fault the way it went and 
not one word was in the newspaper. But Edmond has a close set of 
friends and he wrote to them in his last days and one of them said 
the last sentence was very loaded now I’m sure he said he was going 
to kill himself and I don’t know if that made me angry but it upset 
me hugely. I think he went to great lengths to hide it from me, I 
think he knew that we would do something and I think he wanted to 
kill himself, maybe he was hoping his friends would stop him I 
don’t know but he didn’t let on to me I remember in the car driving 
telling him that a bank manager had said to me now don’t commit 
suicide and I said what a stupid thing it was for him to say but 
Edmond didn’t respond he said nothing he didn’t give me any 
inclining and that was a wide open door for him to say if he wanted 
me to know.
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Appendix Ten: Self Reflection
There is always an element of risk when undertaking research that is 
closely linked to personal experience and I have to admit that, 
although in many ways I felt compelled to undertake this research, 
there was also a small part of me that was apprehensive as to the 
effects this research may have on me psychologically. I lost my 
sister to suicide nearly six years ago and I feel that focusing on 
mothers’ experience of losing a child to suicide perhaps gave me the 
distance I needed for it not to resonate with me too deeply.
I was extremely nervous doing the first interview as I wasn’t sure 
what my response would be. It was interesting that, throughout that 
interview, I was aware of wanting to go into ‘therapist’ mode and be 
very empathie and reflective. Although these qualities make for a 
good qualitative research style, I found holding the balance between 
‘therapist’ and ‘researcher’ roles extremely difficult. I think I 
became more comfortable with this the more interviews I did, 
although I was also aware on occasions of wanting to challenge or 
question participants’ assumptions or thoughts. I also think that my 
therapeutic training of allowing ‘the client’ space and time to talk 
and share all of their experiences resulted in me finding it difficult 
to adhere to a structure. This may explain why many of my 
interviews lasted two hours!
When doing the interviews I also had to be careful not to be biased 
in the things I focused on. I did, however, found myself paying 
particular attention to participants’ accounts of the effects the 
suicide had on their surviving children. In the interviews I almost 
felt relief if participants spoke about how strong their surviving 
children had been.
I was veiy aware of having worn a psychodynamic hat for the past 
year in my therapeutic practice. When participants were talking, I
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would find I would have to catch myself to stop myself making 
interpretations and I actually found not being able to do this very 
frustrating. This fimstration was also apparent when I came to 
analyse the transcripts and I found myself consistently feeling 
slightly disappointed at not being able to draw out the unconscious 
material of the participants, as I have being doing in the process 
reports.
I found writing the analysis also proved slightly fi*ustrating as I 
wanted to report all the experiences of all my participants. I also 
found choosing the quotations to support the point I was making 
very difficult. I would sit for a long time deliberating as to which 
quotation to use and feeling guilty when editing participants’ 
‘voices’. I am aware that several of the participants reported that 
they were not heard by mental health services when their child was 
alive and also felt not heard by family and fiiends after their 
bereavement. I did not want to be repeating this experience.
When writing the analysis I also had to monitor my own motivations 
as well. It is easy to be drawn to experiences that resonate with my 
own experience and glide over other experiences. For example, I 
found myself focusing more on the social isolation/rejection 
participants reported rather than social support. To ensure against 
doing this as much as possible I listed all the quotations I could find 
under each theme. This way I could not fool myself into thinking the 
theme was well represented by participants’ experiences if it was 
not.
When analysing some of the themes, such as the médicalisation of 
suicide, I also had to analyse my own construction of my sister’s 
suicide. Sometimes this felt rather uncomfortable and at other times 
it felt quite liberating. I was also surprised at the strength and 
courage of all the participants.
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I feel quite proud of myself that I did this research... and survived! I 
guess I like to challenge and test myself and I think in many ways 
choosing this research topic was doing this. However, more 
importantly I am glad that I did research into an area that I think 
many people back away from and I am left feeling deep gratitude 
and a sense of both sadness and yet hopefulness for all the 
participants.
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Year Three Research:
The effect of cause of death on psychologists’ and a community 
sample’s attitude towards a mother bereaved by suicide 
compared to accident 
Abstract -
This exploratory research study investigated the attitudes of clinical and 
counselling psychologists and members of the general public towards 
mothers who have lost a child to suicide compared to accidental death. 194 
Participants read one of four vignettes, written as a GP referral letter, 
describing a woman whose child had died. The gender of the child who 
died and mode of death were varied. Participants then completed a 
questionnaire assessing their attitudes towards the bereaved mother. 
Results indicated that participants held significantly more negative 
attitudes towards a mother whose child died by suicide compared to 
accidental death. The gender of the deceased child and participants’ 
profession was shown to have no effect on overall attitude ratings. 
However, when participants’ attitude scores were divided into the three 
components of cognition, behaviour and affect, results showed that 
participants held more negative cognitive attitude responses towards a 
mother bereaved by suicide compared to accident but no difference was 
found in participant’s affective or behavioural scores. Furthermore, results 
indicated that the general public have more negative behavioural attitudes 
towards a bereaved mother than counselling or clinical psychologists. 
Possible explanations for the results are offered and implications for 
therapeutic practice are considered.
Keywords: Suicide, bereavement, attitudes, mother blame, psychology, 
therapy
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Introduction.
A child’s death can be a cataclysmic experience for parents which 
can have momentous and potentially devastating effects (Znoj & 
Keller, 2002). When a child commits suicide the devastation can be 
even more profound and can be affected dramatically by the 
reactions of other people. The term “suicide survivor” is used to 
denote those who have experienced a death of someone that they 
care about through suicide and is a widely used and accepted phrase 
(Smolin & Guinan, 1993).
Research on the social perception of family suicide survivors has 
consistently indicated that they will be viewed more negatively than 
survivors of other types of bereavement (Calhoun & Allen, 1993). 
However, research has demonstrated that the specific relationship of 
a survivor to the suicide victim affects the attitudes of others 
towards the survivor (Gordon, Range & Edwards, 1987). Studies 
have consistently shown that parents who lose a child to suicide are 
seen most negatively (Reynolds and Cimnolic, 1989). According to 
Miliken (2001), however, when people ‘blame’ suicide on poor 
parenting, mothers assume the majority of the blame as they are 
seen to be more responsible for child rearing. This has influenced 
the researcher to focus solely on the attitudes towards mothers 
following child suicide.
When referring to the ‘attitudes’ of others to suicide bereavement, 
the ‘three-component model’ goes some way towards providing a 
suitable definition (Eagley & Chaiken, 1993; Zanna & Rempel, 
1988). A person’s attitude is a composite expression of how the 
individual thinks, feels and behaves with respect to that aspect of 
their world. It is postulated that what the individual thinks will 
reflect what they believe and how they select and organise their 
knowledge into belief systems. In turn what the person feels will be 
based on these beliefs, rather than their total knowledge about the
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topic. The relation between beliefs and feelings and what the 
individual does (the behaviour) is more complex but refers to past 
behaviours or behavioural intentions with respect to an attitude 
object. These three classes of evaluative responses reflect the 
cognitive, affective and behavioural components of an attitude. For 
the purpose of this study, the ‘three-component model’ of attitudes 
will be endorsed. The rationale for this decision is that this model is 
deemed to offer a comprehensive and all-encompassing theory of 
attitudes that could facilitate the exploration of possible sources of 
difference, similarity and/or misunderstanding among individuals. 
Ultimately it is hoped that such insight will help identify common 
values, beliefs and attitudes that clinical and counselling 
psychologists and the general public hold towards mothers who 
have lost their child by suicide compared to accidental death.
Each aspect of the three component model will now be attended to 
in relation to people’s attitudes to suicide survivors. The majority of 
the research in this area, however, has focused on the first 
component: ‘cognitions’. One such study, conducted by Range and 
Goggin (1990), found that participants recruited from the 
community thought that the family of a suicide victim would be 
more in need of help from a mental health professional and were 
held more responsible for predicting the incident. Allen, Calhoun, 
Gann and Tedeschi (1994) also found that individuals bereaved by a 
suicidal death were thought to be more psychologically disturbed as 
well as more ashamed and more able to prevent the death than were 
the family/social network of people who died through accidental or 
natural causes. They also found that more respondents in the suicide 
condition mentioned guilt or blame in their responses to the 
bereaved individual.
Blame seems to be a particularly salient cognition when a mother 
loses a child to suicide. This may be accounted for by the fact that it 
is the mother who is often charged with keeping harm from
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befalling her children (Milliken, 2001). Research suggests that, 
when a child dies, other people may think the mother has failed in 
her role as protector of her children (Fletcher, 2002). In a study by 
Allen et al. (1994), when participants were asked what they thought 
should definitely be said to the survivor, six of the respondents in 
the suicide condition mentioned something about blame and failure, 
but only one in the heart attack condition and none in the accidental 
condition made similar references.
Thinking the mother is in some way to blame for the suicide 
possibly accounts for the stigmatization and negative 
reactions/behaviours that many mothers bereaved by suicide report. 
The experience of stigma emerges from an interactive process in 
which a negatively valued aspect of an individual’s life comes to 
dominate his or her social identity (May, 2000). Consequently 
stigmatized individuals are diminished and discounted as “tainted” 
persons (Goffinan, 1963, p. 12) and thus avoided or rejected by 
others. According to Range (1998), stigma appears to be a global 
reaction when someone learns of a suicide.
Perhaps as a result of this stigma, several studies have shown that 
actual behaviour towards the grieving person is different and more 
negative for suicide than for other types of death (Dunn & Morrish- 
Vidners, 1988). Calhoun, Selby and Steelman (1989) found that 
most of their sample of funeral directors indicated that others 
express less sympathy towards the family/social network of people 
who died as a result of suicide than towards the network of those 
who died through other causes. Even close friends have been 
reported to avoid those bereaved through suicide (Hatton & Valente, 
1981). In a qualitative study exploring the implications of losing a 
child to suicide for maternal identity (Thrift 2004), most of the 
mothers reported that their child’s suicide had resulted in negative 
behaviour/responses from fiiends and close others.
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Most research to date has focused on people’s cognitions and 
behaviours towards suicide survivors and has neglected people’s 
affective responses towards suicide survivors, although the three 
components are not mutually exclusive (Eagley & Chaiken, 1993). 
The research that has explored how others feel towards suicide 
survivors seems to be consistent with people’s cognitive and 
behavioural responses. Calhoun, Selby and Steelman (1989) found 
that most of the sample of funeral directors that they interviewed 
reported other people feeling more uncomfortable with suicide 
survivors than with survivors of other deaths. Range and Goggin
(1990) also found that the family of a suicide victim was expected to 
be liked less than the family of a viral illness victim. The present 
study is hoping to expand on these findings by examining the 
affective component of attitudes in more detail.
This research also aimed to address the paucity of research 
exploring whether the gender of the child who has completed 
suicide has an influencing effect on the attitudes of others to the 
survivor. Given the current statistics for suicide which, according to 
Mind, show that males between 25 and 34 are more than four times 
more likely than women to complete suicide lwww.mind.org.uk) it 
might be that the suicide of a daughter is less expected and thus 
more stigmatizing.
Other potentially influencing variables are the characteristics of the 
respondents themselves, including their age and ethnicity. The age 
of the respondent has been shown to potentially influence how 
survivors of suicide are perceived, with older participants holding 
more negative attitudes towards suicide survivors than younger 
participants (Gordon, Range and Edwards, 1987). Less attention has 
been paid to respondents’ ethnicity. However, a study by Lester and 
Akende (1994) found that Asian college students had more negative 
attitudes towards suicide and suicide survivors than college students 
from other ethnic backgrounds. It is beyond the scope of this report
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to provide an in depth account of these variables: for a more 
comprehensive discussion please refer to Calhoun and Allen’s 
(1991) paper entitled ‘Social reactions to the survivor of a suicide in 
the family: A review of the literature’.
It should be noted that most researchers to date have looked at the 
negative reactions and attitudes of the community to suicide 
survivors, with a paucity of research examining the attitudes of 
psychologists to suicide bereavement. Whilst it is important to look 
at community responses as this can be assumed to reflect the 
attitudes to which a suicide survivor might in general be exposed, 
the absence of research exploring psychologists’ attitudes towards 
suicide survivors is problematic. Given that violent deaths 
(including suicide), have been shown to result in the presence of 
Post Traumatic Stress Disorder symptoms and more severe grief 
response (Kaltman & Bonanno, 2001), survivors of suicide may 
potentially have contact with psychotherapeutic psychologists. If 
psychologists hold negative attitudes towards suicide survivors and 
yet have therapeutic contact with such individuals, this could have 
very negative consequences for the survivor in therapy. The present 
study aimed to address this issue.
In light of the foregoing considerations, this research aimed to 
explore the attitudes of clinical and counselling psychologists and 
the general public towards a mother whose child has committed 
suicide compared to attitudes towards a mother whose child has died 
from accidental causes.
Several hypotheses were developed:
All participants will hold significantly more negative attitudes 
towards a mother who lost her child to suicide compared to 
accidental death.
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• All participants will hold significantly more negative attitudes
towards a mother whose daughter committed suicide compared to a 
mother whose son committed suicide
• The older the respondent, the more significantly negative the attitude
towards a mother who lost her child to suicide will be.
• Respondents who describe their ethnic origin as Asian will have
significantly more negative attitudes towards a mother who lost a 
child to suicide compared to respondents from other ethnic 
backgrounds.
• The general public will hold significantly more negative attitudes
towards a mother who lost her child to suicide compared to 
Counselling or Clinical Psychologists.
Method
Design
A 3 (profession) x 2 (type of death) x 2 (child gender) between 
participants design was employed. The dependent variables were 
overall attitude scores and the three component scores of cognition, 
affect and behaviour. The study employed a vignette methodology 
which provided a framework from which difference in attitudes 
between gender, profession and type of death could be examined. 
Moreover, with the use of vignettes it became possible to have at 
least some standardization of the context according to which 
participants responded.
A postal questionnaire-based approach was also employed despite 
the loss of opportunity to obtain richer and more detailed 
information. This decision was taken because postal questionnaires 
increase the potential to survey the perspectives, attitudes and 
experiences of a greater number of participants.
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A Priori Power Analysis
An a priori power analysis was conducted using G*Power 
(Erdfelder, Paul & Buchner, 1996) for a two tailed test with alpha 
set at 0.05, beta set at .20 and power set at 0.80, yielding a sample 
size requirement of 128 participants.
Recmitment o f Paj'ticipants
Clinical and Counselling Psychologists working in private practice"  ^
were recruited from the Register of Chartered Psychologists (BPS, 
2004). Three hundred and twelve questionnaires were sent out and 
116 participants returned the questionnaire, yielding a response rate 
for psychologists of 37.2%. Sixty two (53.5%) of these were 
Counselling Psychologists and 54 (46.6%) were Clinical
Psychologists. As the study aimed to explore the attitudes of 
psychologists who may experience working with suicide survivors 
in clinical practice no other criteria other than their professional 
status and work setting (private practice only) were required for 
inclusion in the study.
The researcher distributed 265 questionnaires in a large town in the 
south-east of England to local community groups siich as church 
groups and yoga classes and throughout the campus at a university 
in the south-east of England. 78 questionnaires were returned 
(29.4% response).
Measures
^ Recruiting psychologists working in the NHS would have necessitated seeking 
ethical approval through the procedures stipulates by the Central Office for Research 
Ethics Committees. The time parameters of this research meant that it was not 
possible to engage in this potentially lengthy process.
253
Vignettes
Vignettes are short descriptions of a situation or person, which 
contain information that is considered to be important in the 
decision-making or judgement-making of the participants 
(Alexander & Becker, 1978). Following the methodology of Lewis 
and Appleby (1988) and Huband and Tantam (1999), the amount of 
information included in the vignette was deliberately restricted in 
order to encourage responders to draw on their pre-existing 
attitudes. /
All the vignettes outlined the referral of a mother whose adult child 
had died. The vignettes differed in terms of the gender and mode of 
death of her child. The first vignette (see Appendix One) described a 
male, aged twenty two who had killed himself by driving his car 
into a lorry. This is based on one of the participant’s account of their 
child’s suicide from a recent qualitative study (Thrift, 2005) that 
explored the implications of losing a child to suicide for maternal 
identity. To examine the effects of gender on attitude responses, a 
second case vignette (see Appendix Two) was developed containing 
identical information except for gender (describing a female 
suicide). The third and fourth vignettes (see Appendix Three and 
Four) were the same as the first two vignettes respectively except 
that the child died from an unintentional car accident. The mode of 
death (dying in a car crash) was the same for all the vignettes. 
Alterations to the text of the vignette therefore only occurred to 
manipulate the gender and intentionality of death of the mother’s 
child so that any difference in participants’ responses could only be 
attributed to these factors.
Questionnaire
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The vignette was followed by a 28-item questionnaire (see 
Appendix Five). Presentation of the items in the questionnaire was 
in the same order for all four conditions. The questions were 
designed to assess participants’ attitudes towards mothers who lose 
their child through suicide. The items were developed from a recent 
qualitative study (Thrift, 2004) that explored the implications of 
losing a child to suicide for maternal identity. This identified various 
attitudes that participants felt others held about them. Questions 
were also developed by further research on attitudes towards suicide 
survivors by professionals and the general public, including looking 
at the Aftermath of Suicide Scale (Calhoun, Selby, Tedeschi & 
Davis, 1981), which measures social reactions to families in which a 
member has committed suicide.
As discussed previously, a person’s attitude is said to be a 
composite expression of how the individual thinks, feels and 
behaves with respect to that aspect of their world. The pool of 
questions refiected these three attitudinal components. Six questions 
focused on affective responses e.g. T felt angry with Jane when I 
read about her child’s death’: ten questions focused on behavioural 
responses e.g. I would try and help Jane as best I could’ and nine 
questions focused on cognitive responses e.g. T think Jane is 
responsible for her child’s death’. The participants’ cognitive 
response was further sub divided into their own cognitive response 
and the anticipated cognitive responses of others. The former refers 
to the participant’s own thoughts about the bereaved mother, for 
example ’I think Jane’s grief would be severe and long lasting’, and 
accounted for five of the nine cognitive based questions. The 
‘anticipated cognitive responses of others’ refers to what 
participants think other people may think about the mother 
bereaved, for example ‘Some people would consider Jane to be a 
bad person’. In a qualitative study (Thrift, 2005), suicide survivors 
made a distinction between actual stigma (e.g. people blaming them) 
and anticipated stigma (e.g the thought that people might blame
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them). The researcher wanted to see if this distinction made by 
suicide survivors was mirrored by the participants in this study (e.g. 
maybe the participants didn’t blame the mother but thought other 
people might blame her). As all the statements were derived from a 
qualitative study, previous scales and a literature review, the 
questionnaire had both content validity and face validity.
All 28 items in the questionnaires were rated on a six-point Likert 
scale from 1 (critical attitude) to 6 (supportive attitude). A Likert 
scale is the most popular scaling procedure in use today 
(Oppenheim, 1998) and particularly when measuring attitudes 
(Anastasi & Urbina, 1997). The possible score ranged from 28 to 
168, with the lower the score the more negative the attitude. Three 
items were reversed scored.
Every item in the questionnaire, the instructions and the layout were 
piloted (Oppenheim, 1998). Twenty trainee clinical and counselling 
psychologists from a university in south-east England and twenty 
members of the general population were recruited for piloting. The 
participants in the study considered seven items as vague and open 
to multiple interpretations. These items were rephrased. The 
questionnaire was then piloted again and no further corrections were 
considered to be necessary.
Procedure
Ethical approval was obtained from the University of Surrey’s 
Ethics Committee. Counselling and clinical psychologists were 
recruited from the Register of Chartered Psychologists (BPS, 2004). 
All potential participants received an explanatory cover letter 
outlining the purpose of the study and providing specific 
instructions about taking part if they so wished (see Appendix Six). 
To recruit participants from the general population the researcher 
contacted local community organisations to ask if they would
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distribute the questionnaire pack to their members, some of which 
required a sample copy before consenting. The researcher also 
approached members of the public in person to ask if they would be 
interested in taking part in some psychological research. Those who 
were interested were then given the explanatory letter to read 
carefully and those who were still interested were given the research 
package to complete in their own time and send back to me to 
ensure confidentiality.
After reading the explanatory letter participants were initially 
required to complete a background information questionnaire (see 
Appendix Seven) before being instructed to read a vignette. All 
potential participants were randomly assigned^ one of four possible 
case vignettes presented as “a typical referral letter received from a 
GP”. The only adaptation for participants recruited from the general 
population was a statement in the vignette instructions asking them 
to imagine that they were working as a mental health professional. 
This ensured that any difference between psychologists and the 
general population could not be attributed to differences in the 
vignette. Participants were then instructed to answer a 28 item 
questionnaire regarding their attitudes towards the mother described 
in the vignette. Participants received the same questionnaire 
regardless of the vignette to which they were assigned to.
Participants were required to return the background information 
questionnaire and attitude questionnaire in a stamped addressed 
envelope. Completion and return of the questionnaires was taken as 
indicating participant consent.
 ^R andom  assignm en t of v ignettes w a s  ach ieved  through filling th e  en v e lo p es  with 
v ignettes then  random ly labelling or distributing them , thus m aking it blind.
257
Ethical Considerations
Although this study was concerned with the sensitive topic of 
traumatic bereavement, participants were only asked about their 
judgements toward hypothetical situations and therefore 
participation was not expected to cause any short or long-term harm. 
However, information about bereavement and general support 
groups was sent with the research in the event that a participant 
should experience any distress which requires further support (see 
Appendix Eight). Participants were informed that the study was not 
compulsory and they could withdraw at any time. The identities of 
the institution, researcher and supervisor were explicitly stated and 
contact information was clearly provided should participants have 
wanted to ask any questions. Participants were advised not to 
provide any identifying information, thus ensuring the data set 
remained anonymous. Participants were informed to email the 
researcher should they want a copy of the research and only at this 
time will they provide the researcher with their name and address. 
The researcher would have no means however of identifying what 
their responses were and information would be sent to them 
immediately so that their name and address could be destroyed.
Data Analysis.
A 3 X 2 X 2 between subjects ANOVA was conducted with 
profession (counselling psychology/clinical psychology/general 
population), type of death (suicide/ accident) and child gender 
(male/female) as between-subjects factors and participants overall 
attitude score as the DV. A 3 x 2 x 2 MANOVA was conducted 
with profession (counselling psychology/clinical 
psychology/general population), type of death (suicide/ accident) 
and child gender (male/female) as between-subjects factors and the 
three components (affect, behaviour and cognition) of participants’ 
attitude as the dependent variables. Independent samples t-tests were
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then performed to explore results from the MANOVA further, as 
well as to explore whether participant gender had any effect on their 
attitude ratings. Finally a correlation was performed to explore the 
relationship between participants’ age and attitude ratings. 
Significant multivariate effects were evaluated using a Bonferroni- 
type adjustment as multiple comparisons were planned. The 
adjusted alpha was .017.
Results
Sample Characteristics
Out of 512 questionnaires distributed 196 participants returned the 
completed questionnaire (38.3%). Two participants’ data had 
substantial data missing and were therefore treated with case wise 
deletion. All other missing data was treated with mean substitution. 
In terms of professional membership 62 (32%) participants were 
counselling psychologists, 54 (27%) were clinical psychologists and 
78 (40%) were recruited from the general population. Fifty three 
(27.3%) were male and 141 (72%) were female. The participants’ 
age ranged from 18 to 76 years with a mean age of 45.8 (SD: 14.8). 
Participants described their ethnicity as follows: 176 (90.7%) White, 
9 (4.6%) mixed, 3 (1.5%) Asian, 2 (1%) Black and 4 (2%) Chinese. 
Ninety six (49.5%) of participants had children and 98 (50.5%) had 
no children; 6 (3.1%) of participants reported that at least one of 
their children had died. The number of participants in each vignette 
were as follows; 42 (21.6%) belonged to group A (male/suicide), 57 
(29.4%) to group B (female/suicide), 57 (29.4%) to group C 
(male/accidental death) and 38 (19.6%) to group D
(female/accidental death). For the means and standard deviations of 
participants’ attitude ratings (divided into profession, type of death 
and participant gender) refer to tables 1, 2 and 3.
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Reliability and Homogeneity
In a preliminary analysis three questions were removed following 
reliability analysis in order to improve reliability. The overall 
attitude scale had an alpha score of .82. The alpha scores for the 
component attitude scales were as follows; affect was .84, behaviour 
was .81, cognition was .79, cognitive ‘self was .84 and cognitive 
‘other’ was .83. All of these alpha scores indicate excellent 
reliability.
When checking the data for homogeneity it was found that all the 
variables (overall attitude score and all component scores) were not 
normally distributed. Therefore a logistics square route 
transformation (LG 10) was performed. The variables of ‘participant 
ethnicity’ and ‘experience of child bereavement’ were not 
considered as there was a 90/10 split which violates the rules of 
comparison (Rummel, 1970).
Descriptive statistics.
For the means and standard deviations of participants’ attitude ratings (divided
into profession, type of death and participant gender) refer to tables 1, 2 and 3.
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Table 1: Means and standard deviations for counselling psychologists (divided
into type of death and gender).
Counselling Psychology
Type of Death in 
Vignette Suicide Accidental death
Participant’s
Gender
Male Female Male Female
Affect 33.33 (3.5) 33.12 (2.7) . 31.95 (3.8) 33.52 (2.3)
Behaviour 55.78 (5.0) 54.42 (4.6) 53.53 (3.9) 53.38 (7.2)
Cognitive 43.78 (5.6) 43.06 (5.9) 50.74 (4.5) 52.29 (5.5)
Cognitive self 16.11 (2.0) 16.20 (2.2) 17.83 (.40) 17.43 (1.4)
Cognitive other 16.33 (4.8) 17.04 (3.5) 20.83 (3.8) 22.05 (3.0)
Total 132.89(11.8) 130.60 (11.6) 136.21 (11.3) 139.19 (11.8)
Table 2: Means and standard deviations for clinical psychologists (divided into 
type of death and gender).
Clinical Psychology
Type of Death in 
Vignette Suicide Accidental death
Participant’s
Gender
Male Female Male Female
Affect 28.71 (3.3) 33.79 (1.7) 32.89 (2.6) 32.82 (2.6)
Behaviour 46.14 (3.3) 55.00 (4.4) 57.49 (2.7) 54.20 (5.4)
Cognitive 41.71 (10.4) 42.16 (5.4) 53.46 (3.5) 52.80 (4.9)
Cognitive self 14.29 (3.4) 16.89 (1.8) 17.78 (.44) 17.72 (.80)
Cognitive other 17.43 (5.2) 16.95 (3.6) 22.36 (2.4) 22.52 (2.6)
Total 116.57 (15.9) 130.95 (7.6) 143.84 (6.8) 139.81 (10.1)
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Table 3: Means and standard deviations for the general population (divided into
type of death and gender)
General Population
Type of Death in 
Vignette Suicide Accidental death
Participant’s
Gender
Male Female Male Female
Affect 33.09 (2.1) 32.89 (3.2) 30.51(5.1) 32.68 (2.8)
Behaviour 49.45 (4.8) 52.26 (5.1) 48.27 (6.6) 52.55 (5.2)
Cognitive 42.36 (6.9) 44.73 (6.1) 48.36 (7.0) 52.03 (5.5)
Cognitive self 15.82 (2.3) 16.62 (1.8) 16.00 (2.9) 17.45 (1.0)
Cognitive other 16.91 (4.9) 17.85 (3.7) 20.09 (3.0) 21.99 (3.3)
Total 124.90 (10.8) 129.88 (11.6) 127.14 (16.7) 137.26 (10.8)
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Univariate Factorial ANOVA
A 3 X 2 X 2 between subjects ANOVA was conducted with 
profession (counselling psychology/clinical psychology/g^eral 
population), type of death (suicide/ accident) and child gender 
(male/female) as between-subjects factors and participants overall 
attitude score as the DV. Results indicated a main effect of type of 
death (F (2,182) = 26.9, p < .01, no main effect for profession (F (2, 
182) = 1.7, p > .01) and no main effect for child gender (F (i, 182) = 
.409, p > .01). Results also indicated that there was no interaction 
between type of death and child gender (F (i, 182) = .430, p>.01), 
type of death and profession (F (2,182) = 1.96, p > .01), child gender 
and profession (F (2, 182) = 1.06, p > .01) and type of death, 
profession and child gender (F (2,182) = .118, p > .01). Examination 
of the means for participants’ attitudes towards a bereaved mother 
as a function of type of death indicated that participants held more 
negative attitudes towards a mother who lost her child through 
suicide compared to accident.
Multivariate analysis o f variance.
A MANOVA was then conducted to examine the three components 
(affect, behaviour and cognition) of participants’ attitude. A 3 x 2 x 
2 MANOVA was conducted with profession (counselling 
psychology/clinical psychology/general population), type of death 
(suicide/ accident) and child gender (male/female) as between- 
subjects factors.
Results indicated that for ‘type of death’ there was a significant 
main effect for the cognitive component of attitudes (F (i, 182) = 
101.34, p < .017). No significant main effects were found for the 
behavioural component ( F (i, 182) = .376, p > .017) or the affective 
component (F (i, 182) = .219, p >.017) of attitudes. For ‘profession’ 
there was a significant main effect of the behaviour component of
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attitudes (F (2,183) = 5.2, p < .017). No main effects were found for 
the cognitive component (F (2, 183) = .03, p >.017) or the affective 
component (F (2,183) = .871, p>.017) of attitude. For ‘child gender’ 
there was no main effect found for the affective, (F (i, 183) = .345, 
P>.017), behavioural (F (i, 183) = .054, p>.017) or cognitive (F (i, 183) 
= 1.25, p>.017) components of attitude.
No significant interaction was found for type of death and child 
gender on the affective (F (i, 182) = .102, p>.017), behavioural (F 
(1,181) = .054, p>.017) or cognitive (F (i, 182) = 1.59, p>.017) 
components of attitude. No significant interaction was found for 
type of death and profession on the affective (F (2, 182) = .658, 
p>.017), behavioural (F (2,181) = 1.44, p>.017) or cognitive (F (2,182) 
= 2.08, p>.017) components of attitude. No significant interaction 
was found for child gender and profession on the affective (F (2,182) 
= 1.01, p>.017), behavioural (F (2 ,181) = 3.95, p>.017) or cognitive 
(F (2, 182) = 1.43, p>.017) components of attitude. No significant 
interaction was found for type of death, child gender and profession 
on the affective (F (2, 182) = .019, p>.017), behavioural (F (2, 181) =  
1.10, p>.017) or cognitive (F (2, 182) = .70, p>.017) components of 
attitude.
An examination of the estimated marginal means for the cognitive 
component of attitudes and the variable ‘type of death’ indicated 
that participants had more negative cognitive attitude scores towards 
a mother whose child died by suicide compared to accident. As 
‘profession’ has more three levels, a post hoc Bonferroni 
comparison was performed. This indicated that there was a 
significant difference (p < .017) between counselling psychologists 
and the general public but no significant differences between 
clinical psychologists and the general public and clinical and 
counselling psychologists on their behavioural component scores. 
Examination of the estimated marginal means indicated that the
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general public held more negative attitudes on this component than 
counselling psychologists.
Post-hoc comparison t-tests
Results from the MANOVA indicated that for ‘type of death’ there 
was a significant univariate main effect for the cognitive component 
of attitudes. In order to examine whether this effect was significant 
for both the ‘cognitive-self and ‘cognitive-other’ components, an 
independent samples t-test was performed. Results indicated a main 
effect for both cognitive-other ratings (t = 9.2, df 192 p<0.001) and 
cognitive-self ratings (t = 4.25, df 192 p < 0.001), and examination 
of the means revealed a more negative rating for the suicide 
condition compared to the accident condition.
Further independent samples t-tests were performed to examine the 
effects of participant gender on attitude ratings. There was no effect 
of participant gender on attitude ratings for the accidental death 
group (t = 1.9, df 93, ns) but there was an effect of participant 
gender on overall attitude ratings for the suicide group (t = 1.3, df 
97, p<.05). Examination of the means showed that male participants 
held more negative attitudes towards a mother whose child died by 
suicide compared to female participants. Examination of the 
component attitude scores for the suicide group further revealed that 
male participants tend to have more negative affective responses (t = 
1.8, df 97, p < 0.05) but that there was no gender difference in 
behavioural ( t = 2.6, df 97, ns) or cognitive (t = .54, df 97, ns) 
responses.
Correlation
A  Correlation Coefficient was used to explore the relationship 
between participants’ age and overall attitude ratings. Results 
showed that there was a significant relationship (r = 0.20, p<0.01)
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and analysis of the means showed that the older the participant the 
more negative their overall attitude.
Discussion
Overall, participants held significantly more negative attitudes 
towards a mother whose child died by suicide compared to 
accidental death. This provides further support for previous findings 
that respondents rate the parents of a suicide victim more harshly 
than those bereaved by other modes of death, both accidental and 
natural causes (Calhoun & Allen, 1991). Although there was no 
interaction of profession (counselling psychologists, clinical 
psychologists or the general public) on participants’ overall 
attitudes, when participants’ component attitude scores were 
considered, a main effect was found for profession on participants’ 
behavioural component of attitude, with the general public showing 
more negative behaviour attitude ratings towards a mother whose 
child has died compared to the counselling psychologists.
One explanation for the consistent findings that mothers who lose a 
child by suicide are viewed with a more negative attitude than 
mothers who lose a child by other means is the concept of ‘mother 
blame’. Within the modem cultural context, ‘bad mothers’ are 
frequently held culpable for a wide variety of social ills (Ladd- 
Taylor & Umansky, 1998). Suicide is still considered a social ill 
and, according to Miliken (2001), when people blame suicide on 
poor parenting, mothers assume the majority of the blame. In a 
study of mothers bereaved by suicide most of the mothers 
themselves reported feeling that other people blamed them in some 
way, with one participant stating ‘I feel that they think I’m a failed 
mother. I’m sure people say “Oh there must have been wrong 
somewhere for him to do that” (Thrift, 2005).
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The concept of mother blame may arise partly from the western 
model of mothering, which assumes that women are ‘responsible’ 
for the ways in which children behave and develop. Motherhood has 
been romanticised and idealised as the supreme physical and 
emotional achievement in women’s lives (McNab & Kavner, 2001) 
and mothers are seen to take sole responsibility for their children’s 
emotional health without any sufficient consideration of other 
influences. Mother blame may therefore be the most accessible 
explanatory resource after a child commits suicide.
It is also argued that ‘good mothering’ by ‘good’ mothers has social 
and political implications and consequences. Phoenix and Wollett
(1991) describe the family as a civil institution which is a vessel for 
passing on state ideologies and mothers are invested with the 
responsibility for ensuring that their children develop into mature 
citizens and compliant workers. Blaming a mother if her child 
commits suicide may therefore arise from feeling that the mother 
had failed at what should have been her most supreme achievement 
and also failed society for not rearing a mature and compliant 
worker. Whatever the underlying reasons may be, mother blame 
now seems deeply rooted in our culture.
Given that mother blame is formulised within some 
psychotherapeutic theories, it is not that surprising that no difference 
between groups were observed (general population/counselling 
psychologists/clinical psychologists) on mode of death 
(suicide/accident), although suicide bereavement was viewed more 
negatively overall. Several psychotherapeutic theories hold a 
powerful psychological narrative which includes a strong mother 
blame bias.
In the psychoanalytic discourse, the early mother-child relationship 
forms the root of personal development. Melanie Klein’s (1952) 
work with children led her to hypothesise that, from the earliest days
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of life, the infant has a primitive relationship with the mother based 
on fantasies arising from physical and emotional needs. A mother, 
capable of remaining calm, loving and reassuring, enables the infant 
to internalise the potentially splitting experience of loving the 
comforting, nurturing mother and hating the bad mother who 
frustrates her thus gaining personal integration and a more realistic 
picture of her internal world. Early infant-mother relationship 
deficits are also a comer stone of object relations theory which 
attributed mother-child conflict to a mother’s sense of frustration 
arising from her own insufficient nurturing which, in turn, frustrates 
the child whose need for love and protection is compromised. Freud 
(1915) elaborated theories around unresolved conflict between 
mother and child, fears of and experience of physical and 
psychological abandonment and the consequence of these for 
abnormal adult mental health.
In 1910, the Vienna Psychoanalytic Society held a symposium on 
suicide and it was during that symposium that Stekel stated ‘No-one 
kills himself who has never wanted to kill another, or at least wished 
the death of another’ (Stekel, 1910, p. 113). Ninety years later some 
psychoanalytic thinkers are still reinforcing this belief and Bell 
(2000), talking about motives for suicide, wrote that ‘the body that 
is attacked may represent the hated primary object, in other words 
an internal mother’ (Bell, 2000, p.27). McNab and Kavner (2001) 
argue that these theories, alongside the types of psychological 
explanations given for ‘abnormal’ mental health, have made life 
harder for mothers. A survey, conducted in 1989, of major clinical 
journals found 72 different kinds of psychopathology still being 
attributed to mothers (Caplan and Hall, 1989). Given that suicide is 
usually associated with psychopathology it is therefore not so 
surprising that psychologists were found to hold negative attitudes 
towards a mother whose child had died by suicide. The 
psychological discourse of mother blame, coupled with the findings
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from this research has important implications for therapeutic 
practice (see section below on considerations for practice).
Although the discussion above may account for the finding that 
participants hold more negative attitudes overall towards a mother 
bereaved by suicide compared to accidental death, further 
exploration is needed to explain the finding that the general public 
showed more negative ratings on the behavioural component of 
attitudes compared to counselling psychologists. This may be due to 
the fact that the behavioural questions referred more to therapeutic 
practice and thus psychologists would be more accustomed to 
engaging in ‘appropriate’ behavioural responses compared to the 
general public. How a psychologist actually behaves towards a 
client and how they might like to behave towards a client may be 
veiy different due to professional and ethical conduct. It might also 
be that, amongst psychologists mother blame may be balanced by 
reactions of empathy derived from their knowledge of the potential 
consequences of traumatic bereavement more than in the general 
public, although this does not account for why it is only the 
behavioural component of attitudes that shows this result. This 
intriguing finding calls for further empirical investigation to 
determine if it is an artefact of the study and, if not, to explore 
further the reasons underlying why the behavioural component of 
attitudes is more negative towards a mother bereaved by suicide for 
the general population compared to counselling psychologists.
Interestingly the behavioural component of attitudes showed no 
significant difference in participants’ ratings between the suicide 
and accident conditions. This was also true of the affective 
component of attitudes. Only participants’ overall attitudes and 
cognitive attitudinal responses towards the bereaved mother were 
significantly more negative when the child’s cause of death was 
suicide compared to an accident. This is in line with findings from 
Allen, Calhoun, Gann and Tecdeschi’s (1994) study which found
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that, although cognitive impressions of an individual bereaved by 
suicide were more negative compared to accidental death and death 
from natural causes, there was no reliable effect of cause of death on 
behaviours directed at individuals bereaved by deaths from different 
causes. This finding, while adding a useful and interesting portion of 
data to the available literature, may make some questions more 
salient. If overall attitudes about survivors of suicide tend to be 
more negative and survivors of suicide actually experience stigma, 
isolation and other behavioural responses (Thrift, 2005), why do the 
current findings reveal no reliable differences in behaviour or affect 
towards a bereaved mother as a function of the cause of death? How 
can these apparently contradictory sets of findings be reconciled?
One possible explanation, suggested by Allen et al (1994), is that 
suicidal deaths, at least in this cultural setting, may activate the 
cognitive schema of mother blame that includes assumptions about 
issues of moral right and wrong and the related issues of blame and 
responsibility (Fiske & Taylor, 1991). These assumptions influence 
the assumed rules for interacting with persons bereaved by suicide 
(Calhoun, Abernathy & Selby, 1986). While the more overt ways in 
which others behave towards those bereaved by suicide may not be 
different in most respects, subtle patterns of verbal exchange may 
serve to communicate discomfort to the bereaved person.
This result may also reflect, however, the limitations of 
questionnaires. Although participants were asked to read a vignette 
which was hoped to make the subject matter less abstract (de Vaus, 
1996), a questionnaire may evoke less of an affective or behavioural 
response as participants are able to keep a distance between 
themselves and the subject matter. Moreover, it should be noted that 
reactions to hypothetical vignettes may not reflect what would 
happen in real life. It might be the case that the relationship aspect 
of qualitative research, if sensitively handled, may be more likely to 
elicit open and honest reporting of affective and behavioural
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responses and may be better able to offer a more fully 
contextualised account of these responses. However, this must 
obviously be weighed against the argument that the relationship 
aspect renders qualitative research more liable to social desirability 
effects (LaSala, 2003). It would be interesting for future research to 
employ quantitative and qualitative methodology to see if this gives 
researchers greater access to a wider spectrum of participant 
responses in relation to their attitudes towards suicide bereavement.
Although the primary focus of this research was to investigate 
participants’ attitudes towards mothers who lost a child through 
suicide or accident, attitude responses as a function of the gender of 
the child who died were also examined. Results indicated that there 
was no reliable effect of the gender of the deceased on participants’ 
attitudes in either the suicide or accidental group. This is consistent 
with other studies in this area (Calhoun, Selby & Faulstich, 1980; 
Calhoun, Selby & Walton, 1986; Range & Kastner, 1988).
Characteristics of the respondent were also considered in relation to 
their attitudes towards maternal bereavement. Participants’ age was 
shown to affect responses, with results indicating that increasing age 
was associated with more negative attitudes towards a mother 
bereaved by suicide. This is possibly a result of suicide becoming 
more prevalent and thus more talked about among younger 
respondents (Calhoun & Allen, 1991). As this result was expected 
and is consistent with previous findings, readers are referred to the 
research of Gordon, Range and Edwards (1987) for a more detailed 
discussion of generational differences in attitudes towards suicide.
The gender of the participants was also explored in relation to their 
attitude ratings. Results revealed no significant gender differences in 
attitudes towards a mother bereaved through accidental death. 
However, male participants tended to have more negative attitudes 
towards a mother bereaved by suicide than female participants. This
271
is contrary to several studies which have either found no differences 
between how males and females perceive suicide survivors (e.g. 
Calhoun, Selby & Faulstich, 1980) or have found a tendency for 
women to judge family survivors more harshly than men (e.g. 
Rudestam & Imbroll, 1983). However, this research has tended to 
focus on a range of survivors (e.g. spouses and siblings) rather than 
focusing on mothers who have lost a child to suicide. Perhaps the 
women in this study were able to identify with the mother presented 
in the vignette in a way that the male participants were not able to. 
This may have balanced the female participants’ negative attitudes 
with feelings of sympathy towards the mother bereaved by suicide. 
This result should, however, be interpreted with caution as one of 
the limitations of the study was a disproportionate female 
representation.
Further limitations of this research should also be considered 
alongside recommendations for future research. Six participants 
reported that at least one of their children had died. Unfortunately, 
because this accounted for only 3.1% of participants the researcher 
was unable to consider it in the analysis. However, it would be 
interesting for future research to look at possible differences 
between individuals attitudes as a function of this variable. Another 
limitation of the current stuffy is that the vast majority (90.7%) of 
participants described their ethnicity as white which prevented the 
researcher from considering the ethnicity variable in the data 
analysis. Furthermore the absence of data on participants’ religious 
affiliations meant that this variable was also not taken into 
consideration. With the growth of diverse ethnic communities and 
thus diverse religious beliefs in the UK, an exploration of attitudes 
towards bereavement as a function of ethnicity and religiosity 
should be considered in future research.
Moreover, it would be interesting for future research to look at 
attitudes towards other relatives such as fathers whose child has
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died, especially given that contemporary research suggests that there 
is a changing nature and meaning of fatherhood expressed in the so- 
called ‘new-father’ image (Brandth & Kvande, 1998). This kind of 
father shares childcare with the mother and is involved in, rather 
than detached from, family life (Henwood & Procter, 2003). It 
would be interesting to see whether, with this changing construction 
of fatherhood, the concept of father blame is developing to any 
extent alongside mother blame.
Implications for Practice
As previously discussed, the current findings suggest that mothers 
bereaved by suicide will face more negative attitudes from the 
general population than mothers bereaved by other means. In a 
study by Thrift (2005) of mothers bereaved by suicide, most of the 
participants reported feeling socially rejected at some level. 
Therapists working with mothers bereaved by suicide should be 
aware of the possible negative attitudes that they (the mothers) may 
face and how this might compound their distress.
The negative attitudes towards mothers bereaved by suicide may be 
a result of ‘mother blame’. Research suggests that one of the most 
potent feelings attached to being blamed is the concept of shame. If 
therapists are going to work with mothers bereaved by suicide they 
should be aware of the possibility that the client will feel shame 
about the suicide of their child. Jordan (1998) highlighted how the 
isolation and secrecy of feeling shame led to a sense of being closed 
out of any empathie relationship, including a therapeutic one. 
Mothers may want to avoid talking about the suicide of their child 
for fear that the ‘shameful experience’ will lead to rejection. 
However, to be accepted without being fully known is arguably not 
healing and skews the authenticity of the therapeutic relationship. 
For Jordan (1998), the only way out of a shameful situation is to 
bring it to the relationship and to be accepted.
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This feeling of being accepted, however, may not be fostered by the 
therapeutic relationship as readily as one may wish to believe. 
Pathology in individuals and relationships has been a tenaciously 
held bias of the twentieth-century therapeutic community which 
influences therapists and their clients (McNab & Kavner, 2001). It is 
a matter of concern that mothers bereaved by suicide who seek 
therapy may face overt or covert negative reactions which may 
perpetuate their suffering. Without knowing the therapeutic model 
participants in the current study were working by, it is difficult to 
assess whether their dominant professional discourse was immune 
from mother blame. It is also important to note that there may be 
times when mothers have in fact engaged in abusive actions and, in 
these situations, the distinction between blame and appropriate 
attribution of responsibility needs to be further understood. Perhaps 
the immediate challenge for the therapeutic world is to try and 
counter the dominant mother blame stories in a productive manner 
without becoming over-identified with mothers.
Ideas from the feminist critique, together with the move to 
postmodernism have resulted in recent shifts away from mother 
blame in both in the psychoanalytic and systemic arenas. Some 
contemporary systemic theorists have deconstructed power and 
gender, which has changed theory and practice. It is beyond the 
scope of this paper to elaborate on this and readers are referred to 
the work of authors such as Burck and Daniel (1995) and Jones 
(1993) for further discussion. Psychologists are also beginning to 
shift their focus towards the psychological ramifications of the 
father-child relationship (Phares, 1999). Perhaps such theories will 
encourage a shift away from mother blame in the therapeutic 
community and in turn may begin to shift the bias of mother blame 
that exists in wider society. However, whilst mother blame is still a 
strong therapeutic discourse, therapists working with mothers 
bereaved by suicide should be encouraged to reflect on their
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professional and personal discourse towards mother blame, 
especially in the context of child suicide.
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Appendix One: Vignette 1.
Referral Letter
Instmctions: Below is an example of a referral letter sent to you 
by a GP. Please read the letter slowly, taking time to imagine 
this woman. As you read it, pay attention to how you feel and 
what you think about the individual.
You will then be asked to tick appropriate boxes in answer to 
the questions that follow.
Dear [your name]
Re: Mrs Jane Liddle, 11.07.46
I am referring this woman to you for fiirther support. She is a fifty 
eight year old married woman who works part time as a teacher. 
Three years ago her son, Bill, committed suicide, aged twenty two 
years. Bill had been living with Mrs Liddle and her husband. Bill’s 
father. Mrs Liddle recalls getting up one day three years ago, having 
breakfast and then going to work. When Mrs Liddle returned home, 
her husband told her that Bill had intentionally driven his car into a 
lorry earlier that day and died instantaneously. There was no doubt 
that Bill’s death was suicide.
I would be grateful if you could see Mrs Liddle for an assessment, 
with a view to eventually seeing her for therapy.
Yours sincerely 
Dr David Parker
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Appendix Two: Vignette 2.
Referral Letter
Instmctions: Below is an example of a referral letter sent to you 
by a GP. Please read the letter slowly, taking time to imagine 
this woman. As you read it, pay attention to how you feel and 
what you think about the individual.
You will then be asked to tick appropriate boxes in answer to 
the questions that follow.
Dear [your name]
Re: Mrs Jane Liddle, 11.07.46
I am referring this woman to you for further support. She is a fifty 
eight year old married woman who works part time as a teacher. 
Three years ago her daughter, Beatrice, committed suicide, aged 
twenty two years. Beatrice had been living with Mrs Liddle and her 
husband, Beatrice’s father. Mrs Liddle recalls getting up one day 
three years ago, having breakfast and then going to work. When Mrs 
Liddle returned home, her husband told her that Beatrice had 
intentionally driven her car into a lorry earlier that day and died 
instantaneously. There was no doubt that Beatrice’s death was 
suicide.
I would be gratefiil if you could Mrs Liddle her for an assessment, 
with a view to eventually seeing her for therapy.
Yours sincerely 
Dr David Parker
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Appendix Three: Vignette 3.
Referral Letter
Instructions: Below is an example of a referral letter sent to you 
by a GP. Please read the letter slowly, taking time to imagine 
this woman. As you read it, pay attention to how you feel and 
what you think about the individual.
You will then be asked to tick appropriate boxes in answer to 
the questions that follow.
Dear [your name]
Re: Mrs Jane Liddle, 11.07.46
I am referring this woman to you for further support. She is a fifty 
eight year old married woman who works part time as a teacher. 
Three years ago her son, Bill, died in a road traffic accident, aged 
twenty two years. Bill had been living with Mrs Liddle and her 
husband. Bill’s father. Mrs Liddle recalls getting up one day three 
years ago, having breakfast and then going to work. When Mrs 
Liddle returned home, her husband told her that Bill had been in an 
accident in which his car had collided with a lorry earlier that day 
and he had died instantaneously. There was no doubt that Bill’s 
death was an accident.
I would be grateful if you could see Mrs Liddle for an assessment, 
with a view to eventually seeing her for therapy.
Yours sincerely 
Dr David Parker
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Appendix Four: Vignette 4.
Referral Letter
Instmctions: Below is an example of a referral letter sent to you 
by a GP. Please read the letter slowly, taking time to imagine 
this woman. As you read it, pay attention to how you feel and 
what you think about the individual.
You will then be asked to tick appropriate boxes in answer to 
the questions that follow.
Dear [your name] ,
Re: Mrs Jane Liddle, 11.07.46
I am referring this woman to you for further support. She is a fifty 
eight year old married woman who works part time as a teacher. 
Three years ago her daughter, Beatrice, died in a road traffic 
accident, aged twenty two years. Beatrice had been living with Mrs 
Liddle and her husband, Beatrice’s father. Mrs Liddle recalls getting 
up one day three years ago, having breakfast and then going to 
work. When Mrs Liddle returned home, her husband told her that 
Beatrice had been in an accident in which her car had collided with 
a lorry earlier that day and he had died instantaneously. There was 
no doubt that Beatrice’s death was an accident.
I would be grateful if you could see Mrs Liddle for an assessment, 
with a view to eventually seeing her for therapy.
Yours sincerely 
Dr David Parker
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Appendix Six: Explanatory Letter.
Title: Attitudes towards mother’s who have lost their child through 
suicide compared to accidental death.
Researcher: Olivia Thrift 
Supervisor: Dr. Adrian Coyle
Dear Sir/Madam,
I am a trainee Counselling Psychologist at the University of Surrey. I 
am conducting research which looks at the reactions of mental health 
professionals and the general population towards clients who have 
experienced child bereavement through accidental death or suicide.
Unfortunately, there has been veiy little research done to investigate the 
reactions of people towards this client group. I would really appreciate 
your participation and am currently looking for Chartered Clinical or 
Counselling Psychologists or the general population to take part in this 
research. You are under no obligation to participate (If you do not wish 
to take part, please send the incomplete questionnaires back to me in the 
enclosed stamped addressed envelope). If you feel you are able to take 
part in my study, I would much appreciate it if you could assist me by 
reading the enclosed vignette, and then completing the attached 
questionnaire, consent form and demographic form.
Do not write your name on the questionnaires because I want your 
responses to be anonymous. Questionnaires will be destroyed on 
completion of the project. Your questionnaire responses will be 
analysed using SPSS (a computerized statistical programme). All the 
information that you give me will be handled in accordance with the 
Data Protection Act 1988.
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If you would like to take part in this research, please fill out the 
enclosed instruments and return them to me in the enclosed stamped 
addressed envelope. If you would like to find out more about it, or 
arrange a meeting in which I can discuss the research fiirther then 
please ring me on (01483) 689176 or e-mail me at
oliviathrifi@hotmail.com.
Kind Regards 
Olivia Thrift
Trainee Counselling Psychologist.
Supervised by:
Dr. A. Coyle
Senior Lecturer and Research Tutor -  Practitioner Doctorate in 
Psychotherapeutic & Counselling Psychology, Department of 
Psychology
University of Surrey, Guildford 
GU2 7XH.
Tel: (01483) 686896 
Email: a.covle@surrev.ac.uk
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Appendix Seven: Demographic Information Sheet.
Thank you for participating in this research study. It would be very 
useful if you would read and complete this information sheet about 
yourself. The information that you will give will never be used to 
identify you in any way because this research is entirely confidential. 
However, if you don’t want to answer some of the questions please do 
not feel pressurised to do so.
1. What is your gender? 
Male 
Female
2. How old are you? ( ) years
3. How would you describe your ethnic origins?^
Choose one section from (a) to (e) and then tick the appropriate 
category to indicate your ethnic background.
(a) White 
British 
Irish
Any other White background, please write in below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
The format of this question is taken from the 2001 UK census
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Any other mixed background, please write in below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below
(d) Black or Black British
Caribbean
African
Any other Black background, please write in below
(f) Chinese or Other ethnic group
Chinese
Any other, please write in below
What is your current occupation?
5. Do you have any children?
Yes __
N o ___
I would like to make you aware that the following questions are of a 
sensitive nature and are regarding any possible personal experiences of 
losing your child. The reason for these questions being included is 
because if you have experienced a child bereavement yourself I am sure 
you will appreciate that this may affect your reactions to clients who
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have also lost a child. I therefore would like to consider this variable 
when analysing factors that may affect a professional’s reaction to this 
particular client group.
6. Have any of your children died?
Yes — -
No ----
If no, then thank you for completing this questionnaire. If yes, please 
answer the questions below.
7. Can you please tell me how they died?
8. How old was your son/daughter when he/she died?
Thank you for completing this information questionnaire
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Appendix Eight: Support Organisations
Survivors of Bereavement by Suicide (SOBS)
Centre 88 
Saner Street 
Analaby Road 
Hull, HU3 2TR
Tel: 0870 241 3337 (9am-9pm every day)
SOBS is a self-help, voluntary organisation in which many o f those 
helping have themselves been bereaved by suicide. It offer's a telephone 
helpline, gr'oup meetings (in a number of locations), one-day 
confer'cnces, residential events and ber'cavementpacks.
Papyrus
RoseendaleGH 
Union Road 
Rawtenstall 
Lancashire, BB4 6NE 
Tel: 01706 214449
Papyms was founded by par'cnts who had lost a son or daughter to 
suicide. It encow'ages the pr'ovision o f support to those ber'caved by 
suicide.
Samaritans
Tel: 08457 90 90 90 
email: JO@samaritans.org 
Helpline for people in distress
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The Compassionate Friends
Tel: 98451 23 23 04 
Email: info@tcf.org.uk
An organisation o f bereaved parents and their families offering 
understanding, support and encouragement to others after the death o f 
a child or children.
The British Psychological Society
ST Andrews House 48 Princess Road East 
Leicester, LEI 7DR 
Tel: 0116 254 9568 
Email: enquirv@bps.org.uk
United Kingdom Council for Psychotherapists
167-169 Great Portland Street 
London, WIW 5PF
Tel: 020 6436 3002, Email: UKCP@psvchotherapv.org.uk
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Appendix Nine: Self Reflection
I started the research feeling frustrated at having to do quantitative 
research. I had really enjoyed my qualitative research last year and 
would have liked to continue looking at the experience of suicide 
survivors, perhaps looking at the experiences of fathers who had lost a 
child to suicide. I found trying to think of research ideas that fitted into 
a quantitative design restrictive and unrealistic.
However, I came up with a research idea that was in keeping with my 
theme from last year which involved looking at people’s attitudes 
towards mothers bereaved by suicide. I found designing a questionnaire 
to assess peoples attitudes an interesting but again slightly restrictive 
process. Counselling Psychology emphasises respect for the uniqueness 
of individual clients and their phenomenological experience (British 
Psychological Society, 1998; Woolfe, 1996). I felt that employing 
measures such as a questionnaire, that were in keeping with quantitative 
research did not give voice to individual experience. Spinelli (1996) and 
Woolfe (1996) have both highlighted that if one understands science in 
the traditional sense of objectivity and truth, originating from a 
positivist/empiricist epistemology, then the model seems incompatible 
with counselling psychology’s fundamental philosophy. Assessing 
peoples’ attitudes on a questionnaire is unavoidably an empiricist 
epistemology and I found this seeming incompatibility with the 
underlying philosophy of my training rather uncomfortable.
Moreover, I found the experience of collecting data much less 
meaningful to me than conducting my qualitative research last year. I 
felt completely removed from my participants, which was obviously 
necessary for the sake of confidentiality. Furthermore, I missed hearing
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the unique stories of participants and the dynamic interaction between 
participants’ accounts and my own interpretative framework.
I found doing the statistical analysis a very daunting process. I have 
never been very confident at statistics and I found my lack of statistical 
knowledge very restricting. People said that using SPSS would be much 
less time consuming than transcribing interviews but I don’t think this 
held true for me! However, it felt quite exciting when I started doing 
the statistical analysis and I began to see the data coming to life and 
revealing some meaning.
I was quite surprised at the results that I found. Very little research had 
been done on attitudes towards suicide bereavement in the last twenty 
years and I had wondered whether people, with increased exposure to 
and knowledge about suicide, may have become more accepting in their 
attitude. However, results showed that mothers bereaved by suicide 
were still seen more negatively than mothers bereaved by accidental 
death. This raised quite strong feelings in me personally as my sister 
died through suicide and I am very close to my mother. I felt very 
protective over my mother and in writing the discussion, as well as in 
conversation with others, I had to be careful not to over-identify with 
mothers and ignore any responsibility some mothers may have. My 
own experience with suicide and good relationship with my mother 
meant that I found seeing and hearing that people still have negative 
attitudes towards a mother bereaved through suicide veiy difficult. For 
instance when I was discussing my research with one of my placement 
supervisors, she said ‘Perhaps suicide is due to bad mothering and we 
have to accept that’. I immediately felt defensive and angry but had to 
work with these feelings in a professional way, without taking it 
personally.
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Although I did not enjoy doing quantitative research as much as I did 
qualitative research, I feel that gaining experience in both types of 
research gives me greater choice and flexibility as a researcher in the 
future.
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Appendix Ten: Target Journal 
Instructions for Authors:
Click here to check vour article sta tus
***Note to Authors: please make sure your contact address information is clearly visible on the outside of 
all packages you are sending to Editors.***
Mortaiity welcomes original contributions from all parts of the world on, the understanding that their contents 
have not previously been published nor submitted elsewhere for publication. Submissions will be subject to 
evaluation by the editors and, at their discretion, to independent and anonymous peer review. We are not 
able to guarantee comments beyond acceptance or rejection. It is a condition of acceptance that papers 
become the copyright of the publisher.
Manuscripts
Manuscripts may be in the form of: (1) research papers (not exceeding 8,000 words); or, (2) reviews; or, (3) 
short reports for rapid publication (not exceeding 2,000 words); or (4) letters to the Editors. Four complete 
copies should be submitted to:
Dr Glennys Howarth 
Mortality Editorial Office,
Head of Department,
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Fax:+44 (0)1225 826381 
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subheadings should be typed on a separate line without numbering, indentation or bold or italic typeface. Do
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Do not save your files as "text only" or "read only".
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Illustrations
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